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For The Record 

N January 18 the Su- 

preme Court of the 
United States upheld unani- 
mously the conviction of the 
American Medical Associa- 
tion for violating the Sher- 
man Anti-Trust Law. 

On January 19 the Secre- 
tary of Labor outlined an 
American Beveridge plan, 
drawn up by several govern- 
ment agencies, ‘to cover every worker” and 
to extend “from the cradle to the grave.” 

On January 20 the New York Times 
remarked editorially that “unless it {the 
American Medical Association} persuades 
the State Societies to follow the Supreme 
Court even when interstate issues are not 
raised, the Association can hardly expect 
Congress to heed its advice when the time 
comes to convert the medical implications 
of the Social Security Act into realities.” 

The moving finger is -writing fast. 
Meanwhile great numbers of the medical 
profession have been withdrawn from civil 
life and can have no such voice in the de- 
termination of their ultimate civil fate as 
in time of peace. 

All these things must be taken into ac- 
count in any perspective view of our sit- 
uation. ai 

ae | 

Witchcraft and War | 
ALCOLM SYDNEY Beinfield re- 
minds us that it was a physician who 

was largely responsible for the Salem epi- 
demic of witch executions. In his recent 
study of the early New England doctor in 
the Yale Journal of Biology and Medicine 
he cites Miss Tapley as his authority on 
this point (“Early Physicians of Danvers,” 
‘Danvers Hist. Coll., 1V, p. 84). It ap- 
pears that in 1692 the local physician, a 
Dr. Griggs, was consulted to determine 
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what ailed several of the girls 
in town. Finding himself un- 
able to account for the girls’ 
screaming and falling, Dr. 
Griggs suggested a supernat- 
ural explanation to the minis- 
ter of the church at Salem vil- 
lage, a Mr. Parris. Beinfield 
does not say that the minister 
or ministers saw to it that the 
“afflicted children” accused 
their neighbors of bewitching 
them, but remarks that ‘The ministers 
gloried in this opportunity to put the forces 
of the devil to rout, and before the waves 
of hysteria which engulfed the town had 
passed twenty people had been hanged for 
witchcraft,” citing George Kittridge 
(Witchcraft in Old New England) as his 
authority for the number killed. 

Beinfield concludes that “The physician 
gave countenance to the idea of witchcraft 
in the public mind. Thus he did not differ 
from the majority of the seventeenth cen- 
tury colonists, for he too lived under the 
influence of the supernatural and the su- 
perstitious; in the unspecialized colonial 
era the unknown was terrifying. . . . The 
New England practitioner, therefore, 
formed an integral part‘of his community, 
adapting himself socially and profession- 
ally to his environment.” 

We think that the principle adduced by 
Beinfield, governing the behavior of the 
early New England doctor in the presence 
of the social factors making for witchcraft, 
still accounts for the behavior of the doc- 
tor in the presence of the social factors 
making for war, despite the progress and 
specialization of today; the environment 
still conditions the doctor more than the 
doctor conditions the environment, in this 
specific matter. 

And there are direct analogies between 
witchcraft and war; have not the people of 
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Germany been bewitched, in a manner of 
speaking ? 


The Psychopathology of War 


hese Menninger, in his ‘‘Love Against 
Hate’ (Harcourt, Brace and Com- 
pany, New York, 1942), undertakes to 
show how the aggressive adult gets that 
way. The child’s natural hostility survives 
into adult life when his education in loving 
is frustrated. Frustrated, he sets himself 
to the task of frustrating others. Menning- 
er believes that it is the aggressive impulses 
of man that have to be sublimated into 
non-aggressive ones, rather than that his 
sexual impulses must be transformed into 
non-sexual ones. As a matter of fact, there 
is no substitute for sex, whereas the ag- 
gressive impulses can be neutralized by 
love. 

One flaw in this doctrine is that we see 
the aggressiveness of the mass men in a 
country like Germany completely neutral- 
ized on the home grounds by leaders who 
have themselves no lack whatever of ag- 
gressiveness. If the mass men had a spark 
of aggressiveness on the home grounds 
they would pit aggression against aggres- 
sion. They fulfill the requirements of 
Menninget’s psychological law because they 
love their leaders. Against others they are 
aggressive enough. So love turns out to be 
anything but a panacea. 

Considerable light, some think, is 
thrown on the mass men by Winwood 


A $1,000 Award 
HE research for which the award will 
be granted must contribute new knowl- 
edge in some branch of medicine, biology, 
or sociology, important to the understand- 
ing or prevention or treatment of alcohol- 
ism. 

Any scientist in the United States, Can- 
ada or Latin America is eligible for the 
award. 

The Council will send on request, to 
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Reade, author of the famous book Martyr- 
dom of Man, who died in 1875. “The in- 
dividual man is a puzzle, but in the aggre- 
gate he becomes a mathematical certainty. 
You can never foretell what any one man 
will do, but you can say with precision 
what an average number will be up to. In- 
dividuals vary, but percentages remain con- 
stant.” By this philosophy the leaders are, 
after all, nothing but sensitive catalysts 
who organize, express and put into effect 
the real desire and will of certain aggre- 
gates. There are no heroes. If a nation 
wages aggressive wat much guilt must ac- 
crue to its mass men rather than to its lead- 
ets. The problem is one of mobs rather 
than of Mussolinis. 


The Health of Post-War 
Europe and Africa 


\ & eseige the three years following the 
close of the First World War more 
individuals died from famine and prevent- 
able diseases than were killed in the war 
itself. What will be in store for the world 
after the present conflict? We must begin 
now to take stock of the possibilities. Mal- 
nutrition, tuberculosis, typhus and malaria 
are already rampant in Europe and North 
Africa. How well we shall be able to deal 
with these and other scourges after the war 
will depend upon political, economic and 
administrative reconstruction in Europe 
and Africa and upon the adequacy of medi- 
cal personnel and supplies. 


any scientist, an outline of basic policies 
governing its research program, lists of 
Council studies (completed, under way 
and contemplated), and information re- 
garding the studies of other agencies. 

Scientists planning to do research in con- 
nection with the award may send a state- 
ment of intention to The Director, The Re- 
search Council on Problems of Alcohol, 
Pondfield Road West, Bronxville, New 
York. 
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AXILLARY LYMPH NODES 





ARCHIBALD P. HUDGINS, M.D. 
Charleston, West Virginia 


Tl tubercle bacillus gains entrance in- 
to the human body by means of the 
respiratory system or the gastro-intestinal 
tract or rarely by cutaneous infections. The 
barrier of the mucous membrane is over- 
come either by an abrasion, even though 
minute, or, as has been shown by Miller, 
this organism may penetrate the mucosa 
without having any demonstrable lesion to 
mark its passage. As soon as the bacillus 
is in the submucous space, the lymph takes 
it up and it is conveyed through the vessels 
to the regional lymph nodes. These nodes 
perhaps become infected with gross evi- 
dence by enlargement, but the infective or- 
ganism may proceed along the lymph 
channels, entering the thoracic duct, being 
emptied into the right auricle and thence 
to the pulmonary system. The lungs are 
the great collectors of the acid-fast organ- 
isms. The lymphatics from the lungs lead 
to the tracheobronchial nodes. We see 
from this that the lymph system plays a 
tremendous role in the resistance to, and 
the spread of, tuberculous infection. 

It is thought by many that the bovine 
type is the chief offender in the glandular 
invasion. Mitchell (1917) found that the 
bovine tuberculous bacillus was responsible 
for 88 per cent of glandular tuberculosis 
in the children of Edinburgh. In New 
York, however, Park (1910) found that 
the bovine type was responsible for only 
34 per cent except in children under five 
years, when the rate mounted to 54 per 
cent. It has been shown that the bovine 
group does not play an important role in 
the pulmonary infections. 


UBERCULOUS adenitis is character- 
istically a disease of childhood, though 


; From the Clinic of the New York Cancer Insti- 
ute 
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adults may be infected. Not only is there 
this age predilection but also certain races, 
notably the Negro and other semitropical 
and tropicai races (Porto Ricans, Philip- 
pinos), are prone to this particular form 
of infection. 

Masses in the axillary region will require 
a differential diagnosis considering many 
a There are other structures 

sides lymph glands which may be found 
in this area. The lymph glands themselves 
present a variety of types of infections. 

Axillary masses may be classified: 


I. Lymph Nodes 
A. Primary 
1. Infectious 
a—Tuberculosis 
2. Malignant 
a—Lymphosarcoma 
b—Hodgkin’s 
c—Leukemia 
B. Secondary 
1. Infectious 
a—TInflammatory processes 
b—Tuberculosis 
c—Syphilis 
. Malignant 
a—Carcinoma 
b—Sarcoma 
c—Melanoma 
d—Endothelioma of pleura 
II.—Lipoma 
III.—Breast tissue 
a—Supernumerary breasts 
b—Aberrant breast tissue 


Tuberculous Lymphadenitis: 

@ lew steps noted from the entrance of 
the gland by the bacillus may be di- 

vided into stages. (1) Increase in size of 

the gland which at first remains soft and 

non-adherent. Giant cells are demonstrable 
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microscopically. (2) Further increase in 
size with pallor of the gland substance and 
gray or yellow tubercles. (3) Further in- 
crease in size, firmer consistency, yellowish 
tinge and thickened capsule with some 
caseous material. (4) Adhesion of gland 
capsule to surrounding structures, espe- 
cially to skin. (5) Discharge of caseous 
material through hole in capsule. (6) The 
overlying skin becomes progressively red- 
dened and thinner, followed by sinus 
formation. 
Tuberculous Lymphadenitis can be di- 
vided into three groups: 
1—Acute diffuse miliary 
2—Subacute and chronic regional 
3—Hyperplastic 
The acute diffuse miliary adenitis is the 
result of an overwhelming tuberculous 
septicemia. This is a fatal process and 
the glands are but a part in the general 
involvement and play but a small role. 
Yates and Raines contend that this glandu- 
lar involvement associated with the septi- 
cemia shows that “the lymph glands filter 
the blood as well as the lymph system.” 
The subacute or chronic regional lymph 
involvement is constantly present in the 
nodes about the lungs and the gastro-in- 
testinal and genito-urinary tracts when 
these areas are infected. The cervical re- 
gional adenitis may arise from infection 
of the tonsils or teeth, or from cutaneous 
lesions. 


G0 suggests that cervical or other 
glands are infected by bacilli which 
enter the blood stream via the thoracic 
duct from the breaking down of unsus- 
pected tuberculous glands in the root of 
the mesentery or in the mediastinum. 
Gould further states that the tubercle is 
demonstrable in tonsil and adenoid tissue 
in only a small percentage of cases sus- 
pected. 

The tuberculous glands are at first firm, 
discrete, freely movable, not tender and at 
this stage they can readily be dissected out. 
Later periadenitis develops and the glands 
become matted together. As the process 
continues caseation occurs with softening. 

These areas of softening often break 
through the skin and form sinuses which 
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are very resistant to treatment. 

The lymph glands of the neck are more 
frequently infected by tuberculosis than 
any other of the clinically demonstrable 
chains. This is due chiefly to the fact that 
the infective organism enters the body more 
frequently through the mucosa of the oral, 
nasal or pharyngeal areas. It has been 
shown also that the pulmonary infection 
may give rise to involvement of the cervi- 
cal nodes when the infection is in the apex 
(Yates). Miller suggests that this may be 
a tonsillar infection from tubercle bacilli 
in the expectoration raised from a lung 
lesion. 

Other palpable chains of nodes are at 
times involved but much less frequently. 

The inguinal nodes are chiefly infected 
from tuberculous skin lesions on the lower 
extremity, according to Boyd. Tubercu- 
losis of the genitalia and rectum would 
also drain into the nodes of the groin. 

The axillary nodes are enlarged usually 
from homolateral cervical adenitis, from 
the mammae and from lesions of the hands 
and arms. Miller in his book ‘“Tubercu- 
losis of the Lymph System” reported 536 
cases of tuberculous adenitis with 25 cases 
of axillary involvement. These, he re- 
ported, were chiefly secondary to cervical 
glands. 


_ no demonstrable primary lesion 
to account for the axillary node en- 
largements, as in the cases to be reported, 
all possible routes must be considered. One 
author (Miller) claims that the bacilli may 
pass through a node without the node it- 
self being involved. The glands of the 
neck, which are usually the first line of the 
defense, may allow the bacilli to advance 
along the lymph channels down to the 
axillary regions without showing any de- 
monstrable signs of involvement or the 
glands might have been involved and sub- 
sequently subsided. 

Jehn reported several cases of axillary 
adenitis and stated that they occurred usu- 
ally in patients having an old tuberculosis 
with pleural adhesions. The theoretical 
paths that he suggested for the spread from 
the lung lesion to the axillary nodes are: 


1—From the tracheobronchial to the 
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supraclavicular nodes and then down 
to the axilla. 

2-—From the tracheobronchial to the 

postmediastinal nodes along the 
mesial intercostal lymph channels to 
the heads of the ribs, thence through 
pee adhesions by newly formed 
ymph vessels. 

Miller asserts that in every case when 
the acid-fast bacilli have gotten into the 
large lymph vessels and subsequently into 
the thoracic duct a bacteremia (bacillemia) 
results. This could account for an iso- 
lated glandular involvement by direct 
blood stream infection (Smith and Gault). 

Tuberculous mastitis is chiefly a second- 
ary infection. The bacilli are brought to 
the mammae through the lymph from a 
previously infected node (axillary, cervical, 
or retrosternal) or from an infected rib, 
sternum, pleura or lung. 

The breast may become involved by 
blood or lymph channels. This, of course, 
presupposes a distant focus from which 
the bacilli are brought and if brought by 
the blood stream this assumes a bacteremia. 
Deaver doubted this as a possibility be- 
cause such a stream is usually associated 
with a rapid generalized spread and ex- 
treme symptoms. Miller, however, says 
that a blood stream spread can occur with- 
out marked system reaction when the body 
has built up a resistance previously. 


3% HE chief symptoms which bring a pa- 
tient to the doctor for conditions 
pathologically diagnosed tuberculous mast- 
itis are: 

1—Lump in the breast 

2—Discharge from the nipple 

3—Pain in the breast 

4—Generalized fullness or enlargement 

of the breast 

5—Discharging abscess 

6—Axillary gland enlargement 

Another possible source of tuberculous 
infection oF the glands of the axilla is 
from a similar infection of the mammary 
glands. This is not a common condition. 
Tuberculous mastitis may be primary or 
secondary. The skin on the breast may be 
involved and affected as lupus elsewhere 
(Friendlander). The tubercle bacilli may 
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enter the breast through the skin or the 
i by means of an abrasion. A tuber- 
culous infant may infect the nipple while 
nursing and thus cause infection of the 
breast tissue itself by direct extension up 
the ducts, 


Syphilis of the Lymph Glands: 

Syphilis, like tuberculosis, has a special 
predilection for the lymphatic system. It 
is true that it is usually regarded as a dis- 
ease of the blood but it is through the 
perivascular lymphatics that the  spiro- 
chetes reach the vessel walls. The lymph 
glands may be involved in the primary, 
secondary or tertiary stages. 


IN the primary stage the gland nearest 
the initial lesion may become enlarged 
a few days after the appearance of the 
initial lesion. The inguinal glands are 
those usually involved but in extragenital 
chancre the epitrochlear, axillary or sub- 
maxillary glands may be enlarged. Ex- 
tragenital chancres may occur about the 
nipple. This would, of course, occasion 
axillary adenitis. 

The glands are small, hard and pain- 
less. The swelling is never great but 
may persist for many months. Suppuration 
does not occur unless there is secondary 
infection such as a chancroid complicating 
the local lesion. The glands are usually 
swarming with spirochetes. 

In the secondary stage a general enlarge- 
ment of the lymphatic glands throughout 
the body, owing to the generalized blood 
infection, is a constant feature. The epi- 
trochlear glands and the glands along the 
posterior border of the sternomastoid 
should in particular be examined. 

In the tertiary stage gummata may oc- 
casionally be found in the glands but this 
is rare. 

The diagnosis is made by the history, 
examination of glands, and local lesions, 
and must be checked by the Wassermann. 


Hodgkins Disease: 
ODGKIN’S disease is one of the 
group of lymphogranulomatoses. It 
is marked by a proliferative enlargement 
of the lymph nodes, spleen and _ liver, 
progressive anemia of the secondary type, 
and is usually fatal. It is regarded by 
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some as an infectious lympho-adenoma 
while others consider it a true neoplasm. 
Its invasive nature and uniformly fatal 
termination make the latter view more 
probable. The onset is insidious, often 
preceded or intensified by lymphotoxic 
diseases such as influenza and by unhy- 
gienic modes of living. It is most fre- 
quently seen in males and chiefly from 
puberty to 35 years of age. The first nodes 
to be affected are the cervical as a rule, 
frequently in the lower posterior triangle, 
and from thence it spreads to the other 
groups of glands, the axillary, mediastinal 
and others. 

The glands at first are small, knotty, 
firm, elastic, movable and discrete, and 
feel as though they were located just un- 
der the skin. This enlargement of the 
gland is usually the first intimation that 
the patient’s health is impaired. However, 
general symptoms soon appear and are 
progressive and disabling. Progress is 


noted in alternating aggressive and regres- 
sive phases, but in spite of the apparent 
temporary improvement the disease prog- 
resses and the lymphomas enlarge, become 
slightly sensitive, less sharply defined and 


not so easily movable. The spleen is usu- 
ally enlarged about this stage also. Ac- 
companying this, the systemic manifesta- 
tions increase—lassitude, anorexia, head- 
ache, neighboring glandular involvement, 
increased fever, periadenitis. In the 
terminal state the adenitis is widespread 
and very marked splenic and liver involve- 
ment occurs, with cachexia, weakness and 
at times pruritis. The glands do not break 
down. 

The blood picture may show immature 
lymphocytes and the neutrophils may in- 
crease. Eosinophilia is sometimes found 
but the picture is not diagnostic. The defi- 
nite diagnosis is made only by biopsy from 
a removed gland. 


Lymphosarcoma: 


YMPHOSARCOMA is a_ malignant 
tumor growth arising in lymphatic 
tissue and occurs as a (1) localized or (2) 
diffuse process. It is marked by its tend- 
ency to invade and encroach upon the sur- 
rounding structures. The glands are firm, 
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usually a conglomerate mass with peri- 
glandular infiltration and fixation. Boyd 
classified lymphosarcoma into three types 
depending on the principal or primary site 
of tumor formation: (1) cervical, (2) 
mediastinal, (3) abdominal. The tumors 
arise in a chain of lymph nodes and by 
their rapid growth quickly form a mass 
which cinies the individual nodes, and 
cause infiltration into the surrounding 
tissue. Diffuse extension and metastasis 
are often noted rather early. The glands 
do not break through the skin as a rule, 
although Ewing reports necrosis at times. 
There are certain areas of predilection, 
chiefly the cervical region; others are the 
gastro-intestinal tract and the mediastinum, 
though involvement does occur in the groin 
and axilla. 

Robust males between the ages of 25 
and 55 are chiefly attacked. There is re- 
markably little cachexia and general de- 
bility until later in the disease. The symp- 
toms are due chiefly to local disturbance at 
first. The lymphoid tissue in any part of 
the body may be involved, so that not only 
the lymph nodes but the pharynx, spleen, 
liver a gastro-intestinal canal may a the 
seat of tumor formation. Fever may be an 
early symptom; cachexia and anemia are 
noted only in the late stages. This is an 
important point in differentiating lympho- 
sarcoma from Hodgkin’s. In Hodgkin's 
the patients are early noted to be feeble, 
cachectic and emaciated, while in lympho- 
sarcoma these pronounced systemic mani- 
festations are noted only toward the later 
stage of the disease. In spite of apparent 
temporary improvement the outlook is 
progressively unfavorable. 


7 HE blood picture may show a moderate 
degree of leukocytosis but does not as 
a tule. The increase present is usually in 
the polymophonuclears. But in some cases 
there is an increase in lymphocytes. The 
final diagnosis is through the pathological 
study of a removed gland. 

Few tumors are more susceptible to the 
effects of irradiation, and the growth may 
completely disappear under this treatment. 
The disappearance, however, may be fol- 
lowed by death of the patient from 
asthenia. 
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Leukemia: 

The leukemia of chief concern here 
is the chronic lymphatic leukemia. The 
lymph nodes of the entire body are 
enlarged, including not only the superficial 
nodes of the neck, groin, axilla, etc., 
but the lymphoid follicles of the naso- 
pharynx, tonsils, tongue, and gastro-in- 
testinal tract as well. The glands are dis- 
érete, elastic, not tender, moderate in size, 
firm and smooth in outline. The disease 
appears in one or more chains spreading 
to other chains and involving all the nodes 
of the group simultaneously. Bulky 
tumors are thus formed in which all the 
nodes remain discrete or the capsules may 
be fused by inflammatory reactions. The 
spleen may be slightly enlarged and is en- 
gorged with lymphocytes. The bone 
marrow shows replacement of normal red 
cells, and invasion of myeloid tissue by 
lymphocytic infiltration. The etiology is 


unknown, but its characteristic behavior 
places it among the malignant diseases. It 
is a disease of middle and later life, rare 
under twenty and most common after fifty. 

The blood picture presents a marked in- 


crease in the leukocytes and progressive 
anemia. In the lymphatic leukemia the 
cells are small with medium-sized lympho- 
cytes in chronic cases, larger undifferenti- 
ated lymphocytic or mononuclear cells in 
the acute stage. The leukocyte count is 
from 50,000 to 120,000,000; 80 per cent 
of the leukocytes are lymphocytes. The 
diagnosis is confirmed by the differential 
study. 


Inflammatory Adenitis: 
A inflammatory process sufficient to 
give obvious glandular involvement 
would be easily visible on inspection. The 
primary lesion and the secondary nodes 
would both bear signs of acute infection, 
with a recent history, marked by sudden 
onset, and the ss signs of inflammation 
—local heat, redness, tenderness, pain and 
loss of function. The glands of this type 
may become fluctuant at times and break 
down—or may require surgical incision 
for drainage. The skin over a sinus from 
a pyogenic infection is usually thickened 
and edematous, in contrast to the thinning 
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of the skin found in the case of the tuber- 
culous sinus. Systemic symptoms are usu- 
ally noted—temperature, lassitude, head- 
ache, etc. These glands vary from the 
small ones, shot-like, just palpable, up 
to marble size. Periadenitis is present 
which does not let the gland move freely 
in the surrounding structures. The glands 
are rather soft and markedly tender. The 
glandular involvement is definitely local- 
ized. No other coexisting adenitis can be 
found over the body which corresponds to 
the same clinical picture unless there, too, 
is found a regional lesion to account for it. 
The diagnosis, then, of the inflammatory 
adenitis would depend on the local signs 
of inflammation about the involved lymph 
glands with an associated infective lesion 
to account for it. 


Secondary Malignant Adenitis: 


HE same area which would be ex- 

amined for an inflammatory process 
to account for an adenitis would be in- 
vestigated for signs of a primary malig- 
nant lesion. The area of chief concern 
in this study is that of the hand, arm, 
shoulder, breast and anterior and posterior 
chest walls (pleural involvement will be 
mentioned subsequently). If a malignant 
axillary node is noted for which a primary 
lesion must be found one would examine 
this area for clinical evidence of a carcin- 
oma, sarcoma or melanoma. A superfi- 
cial lesion may be found typically malig- 
nant or it may be one of the borderline 
groups requiring a pathological study to 
determine its nature. Or the lesion itself 
might have been removed surgically with 
the gland occurring now as a metastatic 
growth. At times the wound may have 
healed well, giving no sign of local 
recurrence. The breasts are important 
in this connection. One or both of 
the breasts may have been removed 
leaving a soft, pliable, smooth scar 
with no other signs of recurrence ex- 
cept in the axillary node. At times the 
breast lesion is so small that it has not 
been noticed by the patient, the chief com- 
plaint being an axillary node, and only on 
examination is the mass felt in the breast 
itself. The typical malignant metastatic 
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node is hard, nodular, ap fixed to the 
surrounding structures, and not tender. 
The final diagnosis here depends on the 
pathological study of a removed gland 
involvement representing a metastasis. 


Endothelioma of Pleura: 

WING describes a pathological proc- 

ess of the pleura which he designates 
as ‘‘pleural endothelioma.” Clinically it 
presents a picture similar to chronic 
pleurisy with thickenings and adhesions of 
the pleura. It occurs chiefly in adults. The 
diagnosis is made on blood and tissue 
fragments from pleural fluid. The process 
first appears in the form of multiple 
nodules or flat elevations widely distributed 
over one or both membranes. These 
nodules fuse and the layer of pleura be- 
comes thickened and adherent. A sero- 
fibrinous or bloody exudate commonly ac- 
companies the growth. Metastasis appears 
in the bronchial, axillary, cervical and 
mediastinal nodes and in the liver and 
spleen. The origin of the disease is not 
definitely known. It is usually considered 


a neoplastic process, but some still con- 


sider it of an infectious nature. It is of 
interest in this connection because involve- 
ment of the axillary lymph nodes may oc- 
cur, metastatic in nature, from this hidden 
primary lesion. 


Supernumerary Mammary Glands: 
 peodeagensaonaggag mammary glands 
may appear in or near the axilla and 
simulate lymphadenitis. There are many 
terms used to denote breast tissue which 
is not confined within the usual breast 
areas—supernumerary, accessory, supple- 
mentary mammary glands, polymastia or 
aberrant breast tissue. Supernumerary 
glands are thought to be largely a heredi- 
tary phenomenon. It is not an uncom- 
mon congenital malformation. Deaver and 
McFarland collected 10,000 cases reported 
in the literature. There are a number of 
theories about the formation. The most 
widely accepted is that they occur along 
the embryonic mammary anlage of the milk 
line of the embryo. This extends from 
the axilla down the anterior body wall on 
each side, transversing the normal nipple 
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line and going on to the abdomen almost 
to the level of the umbilicus. The lumps 
are moderately firm, somewhat flattened, 
movable, usually painless, perhaps varying 
slightly in size with the menses, pregnancy 
and lactation, in which circumstances they 
may be slightly sensitive and enlarged. 

There are several classifications of the 

supernumerary breast as to location, degree 
of development, etc. In and about the 
axilla is a frequent location. According 
to the degree of development supernu- 
merary breast tissue may be classified in the 
following groups: 

I. Gland tissue without a skin open- 
ing—therefore having no discharge 
nor secretion. 

II. Gland tissue with an opening to the 
skin through which secretion from 
the gland may be released. 

These communications may be; 

A. Simple openings without super- 
ficial modifications 

B. Nipple and areola tissue single 
or multiple, rudimentary or com- 
pletely sneha 

When there is obvious milk-like sub- 

stance discharged with or without the 
nipple formation the diagnosis is rather 
obvious; when, however, there is no con- 
nection, the positive proof of tissue will 
depend on pathological findings. 


Lipoma: 


IPOMA is a tumor composed of fat 

tissue. Clinically it presents a circum- 
scribed, soft, rounded, doughy, elastic, 
nonpulsating, pseudo-fluctuating, usually 
multilobulated growth, which without en- 
capsulation is sharply circumscribed from 
the surrounding tissue. Lipomas vary in 
size from a pea to a mass weighing many 
pounds. They are usually single. The 
attachment to the skin gives dimpling at 
times. The tumors are not diminished by 
wasting diseases. There are certain areas 
of predilection for the appearance of these 
growths, namely, back, neck, shoulders, 
inner side of arms, back and_ buttocks. 
A lipoma of the upper breast or axilla 
may simulate an axillary gland. 
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Case Reports 


i Bee two cases reported present cer- 
tain interesting and significant points. 
First, they were of the yellow and Negro 
race respectively. These races are known 
to be more susceptible to tuberculous in- 
fection. It: is well known how rampant 
tuberculous infection is in Negroes and 
perhaps to a somewhat less extent in Porto 
Ricans in this country. This no doubt is 
due, at least in part, to the fact that these 
races, as semitropicals, are accustomed to 
the more intense sunlight of a latitude 
nearer the equator. They do not readily 
become adjusted to climates and habits 
which require more sheltering clothes, and 
to life in a dust-laden, smoky atmosphere in 
which the actinic ray is further decreased 
by the mounting skyscrapers. This de- 
creased quantity and intensity of the sun- 
rays not only has a biological effect on their 
bodies but may also have a lessened bac- 
tericidal effect on the bacilli. The or- 
ganism is killed off more quickly in the 
tropics and thus is not thrust upon its 
host in such large quantities. 

In both of these cases the patients were 
well developed and nourished. One usu- 
ally thinks of tuberculosis as a very wast- 
ing disease, with symptoms of weakness, 
fatigue and lack of energy. In these in- 
stances the fat distribution was normal, no 
weight loss was reported and the patients 
presented no symptom other than the chief 
complaint of the “lump.” 

An examination for other systemic find- 
ings revealed nothing. The patients had 
no rise in temperature nor increase in pulse 
rate at any time during the day. General 
examination revealed no other finding ex- 
cept pleural adhesions suggesting an old 
healed inactive T. B. in case No. 2. 

Both of these patients were adults, ages 
33 and 19, in contrast to the usual age 
incidence of tuberculous adenitis in chil. 
dren. 

The location of the diseased gland was 
unusual. Involvement of the axillary 
nodes alone is a very rare condition un- 
less pathology is found locally to account 
for it. Neither of these cases had any 
demonstrable lesions of the arms, chest 
wall or breasts. 
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There were no palpable glands in the 
other superficial chains. This would speak 
against any systemic condition, e.g., tuber- 
culosis, Hodgkin’s, lymphosarcoma or 
leukemia. Especially is this true since the 
cervical nodes were not involved. 

The masses in both cases were somewhat 
similar in consistency. The masses were 
large, approximately the size of a walnut 
in each case. On palpation the glands 
were found to be deep seated, imbedded, 
somewhat firm, not fluctuant, freely mov- 
able, discrete, and not tender. There was 
no evidence of the glands involving the 
skin with necrosis and sinus formation. 

At the time of dissection and on gross 
examination the glands were in each case 
found to be surrounded, even carters 
by fat tissue. This was so marked in case 
No. 1 that the fatty capsule was taken out, 
thinking that this was the primary mass. 
The gland was found within its substance. 
This, too, is in contrast to the idea of 
emaciation in all tuberculous infections. 


Case One 


NS aged 33, laundress, reported 
to Clinic with chief complaint: 


“Lumps in left breast.” About three years 
prowae the patient had noticed an en- 


argement in the extreme upper portion 
of the left breast in the axillary fold. Her 
family physician had told her to disregard 
it, which she had done until it became 
large and she sought advice at this Clinic. 
There was no history of pain. The growth 
was over a period of three years, though 
more rapid within the past few months. 
There was no history of weakness, debility, 
rise of temperature, or cough. She had 
had two children, ages 17 years and 12 
years, both breast fed. She reported three 
miscarriages. Her menstruation was normal. 
There was no tuberculosis reported in 
the family. The rest of the history revealed 
nothing of importance. 

Examination: Obese, Negro female, pre- 
senting no acute symptoms. The patient 
ran no fever. The breasts were pendu- 
lous; no masses were felt in either breast. 
On the left anterior axillary fold there was 
a discrete nodule the size of a walnut, 
smooth, firm but not hard, and freely mov- 
able. The gland was not tender. While 
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the patient described it as in the breast it 
was definitely axillary in location. No 
other adenopathy was found in the neck, 
other axilla nor inguinal region. The 
lungs were clear to auscultation. Physical 
examination otherwise revealed nothing of 
significance. 

Laboratory findings: Wassermann—neg- 
ative, urine negative for albumin 
and sugar, and microscopically leu- 
kocytes 6,100; hemoglobin 75%; 
erythrocytes 4,100,000 

Differential : 

Lymphocytes 54% 

neutrophilic polymorphs 46; neu- 
trophilic polymorphs are of the 
Arneth type III (fully matured) 
monocytes absent; 

red cells normal in appearance and 
size 

X-ray of chest showed no pulmonary in- 
filtration or consolidation. There was a 
calcified area in the third interspace an- 
teriorly. 

Under local anesthesia, a mass which 
was entirely encapsuled and to all appear- 
ances a lipoma was removed from the tail 
of the left breast in the left axillary re- 
gion. 

The pathological report: 

Gross specimen—an oval mass, the 
size of an egg, grossly typical of a 
lipoma. Hemisection, however, 
disclosed embedded in the fat a 
lymph node the size and shape of 
an almond, perfectly encapsulated. 

Histological Diagnosis: Hyperplastic tu- 
berculosis of lymph gland. 

The wound healed well and when last 


seen two years later the patient presented 
no complaints and the wound had healed 
well and no other adenopathy was found. 
The tuberculin test done about two years 
after the operation was positive. 


Case Two 

Female, aged 19, single, Porto Rican, 
domestic worker. 

Reported to the Clinic complaining of 
a mass under the right arm. Present illness 
dated from about one year, at which time 
a gland was noted on the right posterior 
surface of neck. She was in Porto Rico 


at the time. The local physician prescribed 
medicine orally. The gland in the neck 
subsided in a few months. An enlarge- 
ment was noted under the right arm which 
had persisted eight months. No treatment 
was sought before coming to this Clinic. 
The gland was not painful. History other- 
wise irrelevant except that her sister, with 
whom she had lived, died 5 years ago 
from tuberculosis. 

Examination revealed a well developed 
and nourished female presenting no acute 
symptoms. In right axilla there were pal- 
pated two movable glands, firm, not tend- 
er. The skin over the glands was normal 
in appearance. No other adenopathy made 
out in neck nor other axilla. The breasts 
were equal, moderate in size, with no 
masses. 

Laboratory findings: 

Wassermann negative 

Urine—no albumin, no sugar, no pus, 
no casts 

Leukocytes 4,950 

Erythrocytes 4,750,000 

Hb. 85% 

Differential : 

Polynuclears 63% 
Lymphocytes 22% 
Eosinophils 7% 
Monocytes 3% 

The tuberculin test was positive 

X-ray of chest: No pulmonary infiltra- 
tion or consolidation. No mediastinal or 
hilus masses noted. Irregularity of left 
phrenic dome indicative of chronic adhe- 
sive pleurisy: Obliteration of left costo- 
phrenic sinus. 

Under local anesthesia (1 per cent novo- 
cain) a gland, deeply imbedded in axillary 
fat, was removed. The gland was found 
to be soft, somewhat cystic in consistency, 
and was discrete and not attached to the 
other glands in the axilla. 

Pathological report 

“Tuberculous lymphadenitis” 

The wound healed well and the patient's 

general condition was good when last seen. 


Treatment: 


HE treatment of tuberculous adenitis 
depends on the extent of the involve- 
—Concluded on page 90 


MEDICAL TIMES, MARCH, 1943 





Gastroscopic Diagnosis 


OF ULCERATIVE LESIONS OF THE STOMACH 





DWIGHT T. BONHAM, M._D., F.A.C.P. 
Hempstead, N. Y. 


hs considering the problem of diag- 
nosis of ulcerative lesions of the stom- 
ach, I wish to present gastroscopy as an 
important aid. 

We do not feel or hope to predict that 
this examination should replace other gas- 
tric studies. We do feel, however, that the 
gastroscope in the Presbyterian Hospital 
and Vanderbilt Clinic during the past five 
years of work with the instrument has en- 
abled us to diagnose gastric lesions more 
accurately than in years prior to this time. 
It has been only through the co-operation 
of the X-ray Department as well as the 
Medical and Surgical Divisions that we 
have been able to help in the diagnosis and 
treatment of gastric lesions. The gastric 
cancer consciousness which has become 
more evident in all services in the Presby- 
terian Hospital during 1941, resulting in a 
greater percentage of resectable stomachs, 
has, we feel, in part been due to gastro- 
scopic studies. 

I wish to present abstracts of four cases 
presenting four problems: the first a di- 
minishing ulcer under x-ray which was 
cancer; the second, a case by gastroscopy 
suspicious of malignant changes in the 
ulcer bed which was eventually diagnosed 
as ulcer; the third, a mucosal antral car- 
cinoma diagnosed only by gastroscopy; and 
the fourth an ulcer with malignant change 
in the ulcer bed diagnosed as ulcer by 
x-ray. An interesting feature of the fourth 
case is a squamous cell epithelioma (of se- 
baceous cyst) of the right ear coming on 
four years after resection of the stomach, 
Suggesting that this patient presents fer- 
tile ground for malignant changes. 


_Read_ before the Scientific Session of the Asso- 
ciated a of Long Island, held at the South 
Nassau munities Hospital, September 25, 1942. 
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ig first patient, J. O., a 52-year-old 
male, construction foreman, on admis- 
sion to the clinic complained of pain below 
the xiphoid for the past ten weeks, com- 
ing on two and one-half to three hours after 
meals and relieved by food. There were 
no previous gastro-intestinal symptoms. 
Physical examination was essentially nega- 
tive. A G.I. series done May 7, 1941 
showed ten per cent retention of barium 
after six hours with a large ulcer on the 
lesser curvature of the stomach. Gastro- 
scopy performed May 21, 1941 showed a 
large ulcer with smooth margin just proxi- 
mal to the angularis. The patient was ad- 
mitted to the hospital June 11, 1941 for 
further study. A G.I. series done June 10, 
1941 revealed the ulcer to be a little small- 
er with a miniscus sign suggesting a pos- 
sible carcinoma. The patient was placed 
upon an ulcer regimen with alkalis and re- 
mained symptom free. Gastric expression 
at this time showed fasting free hydro- 
chloric acid of 12 with total acid of 40. 
Twenty minutes after histamine the free 
hydrochloric acid was 28 with total acid 
of 48. Forty minutes after histamine the 
free hydrochloric acid was 75 with total 
acidity of 85. Gastroscopy performed 
June 18, 1941 showed the ulcer with 
slightly nodular edges and suspicious of 
carcinoma. A G.I. series performed June 
25, 1941 showed the ulcer to be one-third 
of the original size with the opinion that 
we were dealing with a benign ulcer. Gas- 
troscopy was repeated July 2, 1941 show- 
ing the ulcer edges to be more nodular 
with the impression that we were dealing 
with a carcinoma. A G.I. series done by 
Dr. Golden on July 3, 1941 showed the 
ulcer to be the same with no fixation of 
the walls. At operation on July 12, 1941 
an ulcer 2.5 cm. in diameter was found on 








the lesser curvature. At the time of the 
operation the gross lesion was thought to 
be a benign ulcer but the pathological re- 
port was that of carcinoma of the stomach. 
I wish to present this case as an ulcer di- 
minishing under treatment as observed by 
x-ray, which was a carcinoma of the 
stomach, 


Ros second patient, P. S., a white 
male, aged 41, is an employee in the 
store room of the Presbyterian Hospital. 
The patient gave a ten-year history of 
water brash. On July 23, 1941 an x-ray 
diagnosis of gastric ulcer was made. Gas- 
troscopy performed August 27, 1941 
showed a large ulcer on the lesser curva- 
ture of the stomach just proximal to the 
angularis with the anterior margin appear- 
ing somewhat nodular. X-ray examination 
August 21, 1941 showed the ulcer to be 
diminishing in size. At this time the pa- 
tient was admitted to the hospital for ob- 
servation. Gastric expression showed a 
free hydrochloric acid of 10 and a total 
acidity of 18 on a fasting stomach. Twenty 
minutes after histamine the free hydro- 
chloric acid was 50 with a total acidity of 
68. Forty minutes after histamine the free 
hydrochloric acid was 55 with a total acid- 
ity of 80. Gastroscopy performed Septem- 
ber 10, 1941 showed the ulcer to be much 
smaller with smooth edges. A G.I. series 
done September 12, 1941 revealed no evi- 
dence of gastric ulcer. The crater in the 
duodenal bulb had also disappeared al- 
though there is a persistent deformity. This 
case represents one that was suspicious of 
having malignant changes in the ulcer bed 
which was eventually diagnosed as ulcer. 
This patient is, however, being followed at 
regular intervals in the gastro-intestinal 
clinic. 


is Spiny third patient, G. B., a white male, 
50 years of age, a barber by trade, was 
first seen at the Vanderbilt Clinic on June 
23, 1937, complaining of stomach trouble 
of one year duration. He was referred to 
the clinic by a local doctor for further 
work-up. A G.I. series June 28, 1937 
showed an antral spasm with exaggerated 
mucosal folds and a questionable antral 
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gastritis. A gastric expression June 24, 
1937 after histamine showed a free hydro- 
chloric acid of 8 after one-half hour, with 
a total acid of 16. After one hour the 
free hydrochloric acid was 4 and the total 
acid 10. After one and one-half hours the 
free hydrochloric acid was 2 with a total 
acid of 6. Gastroscopy performed July 14, 
1937 revealed erosions with whitish shal- 
low bases on the anterior wall of the 
stomach. The patient after this showed 
considerable clinical improvement on an 
ulcer regimen. Gastroscopy performed De- 
cember 1, 1937 showed healed erosions of 
the stomach. Areas of atrophy with promi- 
nent vessels were seen where the erosions 
were first noted. The patient had felt well 
until February 1938, at which time “‘full- 
ness of the stomach” was noted by the 
patient as a symptom. X-ray examination 
on October 4, 1938 favored the impres- 
sion that the antral lesion was inflammatory 
rather than neoplastic. Gastroscopy _per- 
formed November 7, 1938 showed a ma- 
lignant diffuse lesion of the stomach. At 
this time nodular mucous membrane of the 
lesser curvature proximal to the angularis 
and in the antrum was noted, seemingly 
more definitely fixed in the region of the 
pylorus. The pylorus presented a fixed 
slit with no peristalsis or intrinsic motion 
noted in the vicinity. Gastric resection per- 
formed November 15, 1938 revealed a 
carcinoma of the stomach, growing entire- 
ly within the mucous membrane and with- 
out lymph node metastasis. Chronic gas- 
tritis was also found. The patient was 
seen November 25, 1941 with no com- 
plaints and his general condition good. 


7 fourth patient, an unemployed 
white male, forty-eight years of age, 
was first seen August 17, 1937 complain- 
ing of abdominal and lower back pain of 
six months duration. Vomiting had been 
present for two weeks and he had obtained 
some relief with diathermy. A GLI. se- 
ries September 27, 1937 showed 50 pet 
cent retention after 6 hours. A deformity 
of the prepyloric segment was noted with 
filling defect on the greater curvature. 
—Concluded on page 108 
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MENTAL HYGIENE NOTES 





e.. Vibes in 


EXTRAMURAL PSYCHIATRY 


CASE XVI: Multiple sclerosis in a 
forty-eight-year-old, white female 


FREDERICK L. PATRY, M.D. 
Albany, New York 


Complaint Problem 
| gpcnecrt physician requested neu- 


ropsychiatric opinion on diagnosis, 
disability and causal relationship between 
the condition and an accident suffered Sep- 
tember 29, 1939. Patient complains of 
increasing loss of the use of left leg and 
left side, and to a less extent right leg. 
“I hurt my back. The doctor said I would 
be all right in three weeks, but now I am 
losing the use of my legs entirely.’ Also 
complaint of bladder incontinence, inability 
to move bowels without colonic irrigation, 
dropping of dishes because of inability to 
hold on to them, staggering spells. 


Present Illness 


hepa states that she was perfectly 
well until her injury, September, 1939. 
“I wanted to move a rug base (about 5’ 
x 3’). I bent over to lift it and at the 
same time I pushed it. As I did so some- 
thing in my back let loose, way down low, 
more on the left side. At the same time I 
felt a hot spraylike sensation go down my 
leg. I could not straighten up or stoop 
over. I was helped to the ladies room, 
where I sat for Nae fifteen minutes.’ Pa- 
tient then walked, with a girl friend, to her 
doctor's office. The doctor strapped her 
back with adhesive and said she had a bad 
sprain of muscles. “You will be all right 
in three weeks. It is not serious.” The doc- 
tor took patient home and told her when 
she lay down to put an ironing board under 
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her mattress. She suffered no pain except 
low in the back, which was constant day 
and night and to some extent it is still 
present. Acetylsalicylic acid and an elec- 
tric heating pad were prescribed. After 
three weeks patient became uneasy and 
wanted to return to work. Her physician, 
however, advised against this and recom- 
mended that she take it easy for awhile. 
She returned to work against advice in 
November, 1939. At the same time she 
took out-patient department treatment— 
diathermy, steam baths and deep muscle 
massage. 

By Christmas, 1939, patient was getting 
worse—legs were giving out; back suf- 
fered an awful pressure, which also af- 
fected the rectum. She became irritable 
with customers. During January and Feb- 
ruary, 1940, she would work only part 
time. She remained at work against advice 
until May, 1940. Since then she has not 
been occupationally engaged. 

A Goldthwait belt was prescribed, but 
patient failed to get one. Three needle 
treatments were given for muscle spasm. 
On one occasion, after such a treatment, 
she lost control of her left leg, fell on 
her face, but did not lose consciousness. 
She was able to get up with assistance, 
after five minutes; no pain. 


IN August, 1940, an osteopathic physi- 
cian told her she had a dislocation of 
the fourth or fifth vertebra. After several 
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adjustments and the use of diathermy she 
felt much better. This treatment also re- 
stored the normal color of her left leg, 
which had been of a red-black color. Pa- 
tient states that her physician thought it 
was due to an impinged nerve, coming 
from the spine and interfering with cir- 
culation. 


Colonic irrigations were prescribed twice 
weekly, as she was unable to bring about 
a bowel movement of her own volition. 


The course of present illness has been 
one of more and more involvement of 
cerebrospinal sensory and motor function- 
ing. The left leg is of very little use; it 
feels numb up to the hip. “Sometimes I 
could scald myself, as I can not feel heat 
or cold over my left leg. The numbness 
goes to a less extent across my lower abdo- 
men to the right thigh, which is also be- 
coming numb.” In August, 1940, she be- 
gan to experience lack of control of the 
lower extremities, more so the left. “I can 
walk but I hit my toes of the left foot.” 
No pain. “My leg feels full, as though it 
were swelling within like a balloon.” 
When she goes downstairs there is no diffi- 
culty. However, upon climbing stairs she 
has to go hand over hand, helping herself 
with the banister. On the other hand she 
can walk on the level without the help of 
a cane or without the help of another. 
After walking a couple of blocks she tires 
very easily. She can raise her leg sufh- 
ciently high to step on a train or automo- 
bile. It has become desirable for her to 
sleep with a pillow under her knees, in 
order to prevent her legs pulling up or 
jerking during her sleep. Without a pillow 
she states her legs might jerk for as long 
as an hour. Sleeps fairly well without 
hypnotics. Single bed for past year. 

Appetite good. Some loss of fourteen 
pounds weight. However, she states 140 
has been her average. 


rs September, 1940, urinary incon- 
tinence began to be present. While on 
the street she would suddenly find herself 
soaked, without any knowledge that she 
was voiding until she saw the urine. There 
was also sudden loss of control of urina- 
tion at home, both day and night. If she 
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sneezes, coughs or blows her nose she is 
apt to wet herself. During the past three 
weeks there has been improvement in urin- 
ary.control and a gradual return of the 
desire to urinate. 

No menstruation since time of accident, 
although this’ function was regular prior 
to this -time. Patient married in 1912 at 
age of eighteen; three pregnancies, but all 
lost at about four and a half months. The 
last one was a tubal pregnancy in 1922. 
Contraceptives never used as children were 
wanted. Loss of libido since accident. 
Nevertheless, coitus has taken place about 
four times, the last six weeks ago. Frigid- 
ity is present and penetration is difficult 
because of spasm. 

It is interesting to note that patient's 
mood and spirits are described as ‘‘won- 
derful”. There has been no crying, al- 
though she states she does not take ex- 
citement well. No morning-evening varia- 
tion of mood. She feels that life is worth 
while. She is anxious to return to work 
when she can and to take care of her home. 

About three months ago patient com- 
plained that her right eye “went bad on 
me’’. There was blurring for a while, when 
she attempted to read. New glasses were 
prescribed by an oculist, but the patient 
complained about them, saying they did 
her no good except that there was less 
dizziness and blurring after she got used 
to the new glasses. She stated that her 
right eye would alternately blur and clear 
up for some two or three months. No re- 
cent blurring or dizziness. 

Husband stated that patient is more ir- 
ritable and touchy in the recent past. At 
times she is discouraged, but not moody. 
He has also noted that she talks with a 
somewhat thick speech when she complains 
of numbness spells. Speech is somewhat 
indistinct and dragging recently. Speech 
defect may last a day or two. He also noted 
that patient may walk in a different di- 
rection from that intended; for example, 
she may intend to go to the pantry, but 
find herself somewhat to the left of this. 
“IT stagger off to the left usually. I don’t 
know what I was doing over there.” At 
times, patient states, the cords of her left 
leg feel short and pull so that her toes 
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turn up. Pushing them down relieves the 
condition. 


Me recently there has been numb- 
ness of the left arm. “If I go to 
pick up something I don’t have it. I don’t 
close up on it, yet I think I have it. I have 
broken several dishes this way. There is 
no use in my swatting a fly, as I would be 
three inches or so from it. When I go to 
pick up a book I get quivery all over my 
body. I have to fight myself to pick up the 
book as I have difficulty in making myself 
take hold of it.” At times patient states 
that she has numb feelings as high as the 
navel, both in front and in back. Numb- 
ness of the leg varies from day to day and 
week to week. At one time there is no 
feeling, at other times there is. 

Neurological examination of July, 1940, 
revealed gait was rather weak and un- 
steady; frequent small extra ~e to main- 
tain balance. Impossible to walk on heels; 
weakness in dorsiflexion both feet; 
straight leg raising less well accomplished 
on left. Knee jerks and ankle jerks absent, 
no Babinski, no plantar flexion. Left lower 
abdominal reflex practically absent; the 
others are equally active. Definite sensory 
level up to and including first lumbar 
dermatome on both sides. Spotty areas of 
sensation over left buttock. Vibratory sense 
lost in lower extremities, hips and up to 
first and second lumbar spines. Position 
sense normal in great toe both feet. Urge 
to evacuate bowels, yet often unable to do 
so. Nocturia and day frequency. X-ray 
showed definite curvature of upper dorsal 
vertebrae to the left, but this was thought 
to have no bearing on present neurological 
findings. Diagnosis: Neoplasm affecting 
cauda equina, bilaterally, nontraumatic 
basis. Hospitalization recommended for 
lumbar puncture, manometric test, x-rays 
and further study. Unfortunately hospitali- 
zation was not carried out. 

Neurological examination of October 
19, 1941, revealed left hand grip weak, 
vibration sense absent in left arm, ataxia 
of left leg on heel to knee test, nystagmus 
to the right. Abdominal reflexes absent 
except right upper. Gait somewhat stiff, 
positive Romberg, absent tendon reflexes 
in left arm and both legs. Equivocal Babin- 
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ski on right. Urine negative. Blood counts 
within normal limits. Sedimentation rate 
was normal. Blood Hinton test for syphilis 
was negative. 


Personal History 

ORN in New York State, fifth oldest 

of nine children. Birth and early de- 
velopment normal. No neuropathic traits 
admitted. Personality described as good 
mixer, cheerful, and without dips of mood. 

Occasional highball, but never to excess. 
No smoking. Enjoys cards and movies. 
Catholic, regular communicant. 


Past Illnesses 

| pene appendectomy in 1916. Later 
right ovary and tube were removed. 

No previous severe accidents or head in- 

juries. No convulsions or periods of un- 

consciousness. Mumps and measles when 

a child. 

Left school at age fourteen, sixth grade, 
in order to work. Hated school. 

Work history included caring for chil- 
dren at home and in more recent years 
was employed as a saleswoman. 

Married life said to be happy. Husband, 
aged fifty-one, is of good habits, steady 
worker. 


Family History 
} igre seh irs father died aged forty-five. 
Suffered leg fracture in a railroad ac- 
cident but cause of death was said to be a 
liver disease which he suffered for four 
years. Mother died aged fifty-one, “‘as- 
sociated with change of life’’. Six sisters 
and three brothers. Two sisters living and 
well. One brother died at age fifty-four 
following a railroad accident. Another 
brother died at age fourteen of cholera 
infantum. Two sisters died in infancy. 
Nervous and mental disorders denied in 
both paternal and maternal lines. 


Neurological and Physical Examination 


A WELL developed, well nourished, 
white, married woman of forty- 


eight, brunette, of Irish descent. Height 
5’ 6”, weight 140 pounds. Teeth in good 
condition. Pulse 88, regular and of good 
quality. Blood pressure 124/64. Thyroid 
normal. Hypermetropia corrected with plus 
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lens; no astigmatism. 

Cranials: I Smell normal. II Pupils 
equal, central and circular, react to light 
and accommodation. Vision subjectively 
good during past week, but prior to this 
much blurring in right eye. No diplopia. 
No nystagmus, although this was noted 
July, 1940. No gross defects in visual 
fields. There is bitemporal pallor of discs. 
III, IV, V, VI, VII negative. VIII hear- 
ing good, tendency to fall forward and to 
the left. History of giddiness and stagger- 
ing gait. IX, X, XI negative. XII nega- 
tive, although there is history of thick and 
slow speech at times of paresthesia of left 
side. 

Motor: Definite weakness, more so of 
legs than arms and more so of left ex- 
tremities. No atrophy or fibrillations. His- 
tory of clonic spasm of legs at night if 
patient does not put pillow under her 
knees while sleeping. Drawing up sensa- 
tions of left leg and toes. Right handed. 
Left grip relatively weaker. Gait indicates 
tendency to drag left foot, especially outer 
toes. History of staggering as though in- 
toxicated. Lack of usual spring to steps as: 
sociated with uncertainty, especially left 
leg. History of “lameness” which may last 
one to four days. This was the case three 
months ago but cleared up after four days. 
No tremor. History of ataxia. Left heel to 
right knee test done more poorly. Patient 
can raise both legs in extended fashion 
from lying down — It is important 
to note that the left leg falls across the 
lower third of the right leg. Placing palm 
under heels one notes the normal back 
pressure in the opposite heel, when one 
leg is raised. Patient is able to sit up from 
a lying down position without much help 
of hands. Muscle tone generally somewhat 
flaccid with the exception of left leg, which 
is inclined to be somewhat stiff. Test 
speech phrases normal. History of loss of 
bladder sphincter control but at present 
time there is much improvement in this 
regard. Unable to have bowel movement 
without colonic irrigation; enemas seem to 
be useless. 


a loss of superficial sensitiv- 
ity, especially of both legs, more so of 
left. Deep sensibility made out, better right 
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side. Touch better discerned right arm 
than left. Pin prick sharper right inner side 
of arm than outer. Marked diminution of 
pin prick sensation of both legs with the 
exception of toes and soles of feet. Vari- 
able and patchy diminution of touch and 
pain of buttocks, thighs and legs. No defi- 
nite sensory level established although it 
is more consistent on the left side than 
on the right and extending somewhat 
higher left side posterially and more later- 
ally from mid-line. No definite or charac- 
teristic saddle-shaped area of anesthesia, 
although there is a semblance of one, but 
this is somewhat shifty. There is marked 
subjective variability relative to numbness 
and ability to appreciate pain, heat and 
cold. Inability to distinguish cold objects 
over lower extremities. Some feeling of 
comfort on pressing upward in coccygeal 
region. Patient is able to bend over in a 
fairly normal fashion and pick up objects 
from the floor and that without pain or 
discomfort. There is no tenderness on 
heavy percussion of spine or of nerves or 
muscles, with the exception of some ten- 
derness upon squeezing of left calf muscles 
on one occasion. There is marked delay in 
reaction time to touch and pin prick of 
both extremities as well as in region of 
lower back. Sensation above iliac crests is 
normal whereas below this region there is 
a variable response to touch and pain of 
pin prick. There is no anesthesia around 
area of rectum although there is less sensi- 
tivity of left buttock, in this region. Vi- 
bratory sense absent left leg and much 
diminished right leg. Vibratory sense im- 
paired left arm. No astereognosis. No adi- 
adokocinesis. Two point threshold normal 
over palms. No hyperesthesia, objectively. 

Reflexes: Knee jerks and ankle jerks ab- 
sent. No clonus. Biceps reflexes obtained, 
equal. Triceps not elicited. No Hoffman, 
Gordon or Oppenheim elicited. Abdomin- 
als active but somewhat impaired right 
upper quadrant; abdominals absent in 
middle and lower areas. Equivocal Babin- 
ski right side, no plantars or dorsiflexion 
left. 

Skin clear. 

Mental status: Cooperative, neat, ap- 
parently of average intelligence, good spit- 
its, even mild euphoria. This obtained until 
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the last part of examination when she was 
asked a question in simple calculation, at 
which time she became very angry and ac- 
cusatory, stating that “they” were trying to 
prove that she was crazy and that she had 
insane relatives. Husband stated that pa- 
tient was always touchy upon arithmetic. 
She was able to take 7 from 100, but was 
unable to take 7 from 93, but instead be- 
came emotionally excited with anger. Pa- 
tient states she is in pretty good spirits. 

There are no abnormal trends, with the 
exception of some suspicion that the in- 
surance companies are trying to prove that 
she is mentally unbalanced and has a bad 
heredity. No hallucinations or delusions. 
“They are trying to find something mental 
with me. I'd have gone nuts during the 
au two and a half years if there was. I 

ave had a splendid work history of twelve 

years. I am supposed to get $8.00 a week 
since my injury, according to a judge in 
New York City.” 

Sensorium: is clear with the exception of 
being three days off in day of month. She 
reads the newspaper daily and keeps in 
touch with current events. Husband states 
she is able to make correct change at stores. 
No gross memory defects observed by hus- 
band. It is apparent there is sorne defect 
in recent memory and concentration which, 
however, is colored by rather marked emo- 
tional instability at times. 


Differential Diagnosis 
T= following disorders had to be con- 
sidered and ruled out before arriving 
at a final diagnosis: (1) Cauda equina 
lesion, probably new growth. (2) Trans- 
verse myelitis, traumatic. (3) Chronic back 
sprain. (4) Conversion hysteria. (5) Ma- 
lingering. (6) Combined sclerosis. (7) 
Amyotrophic lateral sclerosis. (8) Tabes 
dorsalis. (9) General paresis. (10) Syrin- 
gomyelia. (11) Dislocation of interverte- 
bral disc, herniation of nucleus pulposus. 
(12) Fracture or dislocation of vertebrae. 
(13) Cerebellar disease. 


Diagnosis 

ULTIPLE (disseminated) sclerosis, 
i spinal type with cerebrocerebellar 
features. This diagnosis was made upon a 
history which revealed a back sprain which 
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was regarded as ‘‘not serious”. There is 
also a history of return to work after sev- 
eral weeks and that this continued until 
May, 1940. The history indicates definite 
remissions with respect to lameness and 
improvement in urinary bladder function 
and various sensory phenomena; especially 
to be noted is the visual disturbance of 
right eye. Moreover, nystagmus was noted 
in July, 1940. Abdominal reflexes are ab- 
sent in the middle and lower thirds, both 
sides. History of intention tremor and 
speech defect which are rather suggestive 
of this diagnosis. History of ataxia to the 
extent of staggering gait. Some stiffness of 
left leg with tendency to drag outer toes. 

Joint sense impaired left lower extrem- 
ity. Mental status is characteristic of this 
disorder. Blood Wassermann is negative. 
Romberg positive; falls toward left and 
forward. 

Left leg falls scissor fashion across right 
leg. Weakness; numbness of legs, espe- 
cially left, with extension of similar com- 
plaint to left arm. Precipitous urination is 
characteristic, also loss of rectal power. 
General course of disease is worse not- 
withstanding remissions. Many symptoms 
are of fleeting nature but continue to recur 
and progress. Sudden loss of power in a 
limb is frequently encountered. 

This disease is believed to be of a 
chronic degenerative nature, although toxic 
or infective factors may also be involved. 
There result diffuse sclerotic patches de- 
veloping in the spinal cord, medulla, cere- 
bellum and brain. These are rather haphaz- 
ard and asymmetrical in distribution, in- 
volving the white matter of nerves. 

Claimant is totally disabled and the 
prognosis is poor, indeed hopeless. This 
disease runs a course of five to ten years, 
average about eight, when death intervenes. 

It is my opinion that there is no sig- 
nificant causal relationship between claim- 
ant’s present condition and the accident. 
The back sprain in my opinion was merely 
ceincilentll Present disability is in no 
sense on a traumatic basis. The consensus 
of opinion in this country is that no scien- 
tific proof has yet been put forth to show 
that injury is related to the initiation of 
multiple or disseminated sclerosis. 

Treatment: Avoid fatigue, maintain nu- 





trition. Tonics. Iodide of potassium and 
arsenical preparations may prove useful. 
Protein shock therapy has proved helpful 
in some cases. Gentle massage and warmth 


to limbs and body in general. Liver dict 
may be helpful. Psychotherapy. 
218 STATE STREET. 
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TUBERCULOUS LYMPH NODES 
—Concluded from page 82 








ment of the glands and of other structures 
and the general condition of the patient. If 
no other foci are found and the glandular 
involvement is comparatively localized re- 
moval of the nodes is indicated. If there 
is extensive or active pulmonary involve- 
ment along with the adenitis or the patient 
shows marked systemic reaction with rise 
of temperature, debility, cachexia, cough, 
expectoration or other symptoms, removal 
is contraindicated. 

The original foci, of course, should be 
treated using any of the modern methods 
that are applicable to the pathology found. 

In favorable cases of localized involve- 
ment the more complete the removal the 
less the possibility of recrudescence. Be- 
sides removal, other forms of treatment are 


helpful, e.g., 1. High voltage irradia- 
tion over the affected area; small doses are 
given at intervals, (2) heliotherapy, (3) 
hygiene, rest, a full balanced diet, plenty 
of fresh air, (4) at times transfusions are 
helpful if there is marked anemia. 

Tuberculin therapeutically has been rec- 
ommended but has not been extensively 
used. 


Summary 
Bi Rca ape of the axillary lymph 
nodes is not common. It is even more 
rare to find involvement in this area with 
no other demonstrable foci. 
Differential diagnosis is discussed. 
Treatment is surgical when there are no 
other lesions or systemic conditions to con- 
traindicate. 
Two cases are reported. 
PROFESSIONAL BUILDING. 
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CONTEMPORARY PROGRESS 





MEDICINE 


The Detection of Subclinical Scurvy 
or Vitamin C Deficiency 


J. F. RINEHART and L. D. GREEN- 
BERG (Annals of Internal Medicine, 17: 
672, Oct. 1942) find that determination 
of the fasting plasma ascorbic acid is ‘‘the 
simplest and most direct exploratory meth- 
od” in the detection of subclinical scurvy 
or vitamin C deficiency. In their studies 
the rise in the plasma ascorbic acid was 
determined following a test dose of 15 mg. 
per kg. ascorbic acid. The blood curves 
obtained with this test are classified as flat 
(peak below 0.5 mg. per cent), medium 
(peak 0.5 to 0.9 mg. per cent), and high 
(peak above 0.9 mg. per cent). Flat curves 
indicate marked vitamin C depletion in the 
tissues and medium curves moderate tissue 
deficits. It was found that 80 per cent of 
persons with fasting plasma ascorbic acid 
values below 0.1 mg. per cent showed 
marked or moderate ascorbic acid tissue 
deficits calculated at 2 to 5 gm. Definite 
improvement followed the administration 
of vitamin C in these cases. Fasting values 
of ascorbic acid from 0.1 to 0.3 mg. per 
cent are. probably associated with signifi- 
cant tissue deficits in a smaller percentage 
of cases, but sufficient data were not ob- 
tained in this group to permit definite con- 
clusions. With fasting plasma ascorbic 
acid values from 0.3 to 0.8 mg. per cent, 
the test showed only mild tissue depletion, 
and there is probably no vitamin C defici- 
ency in this group. Such general symp- 
toms as lassitude, fatigability, anorexia and 
theumatic pains occur frequently in per- 
sons with definite vitamin C deficiency as 
shown by the test described; gingivitis and 
gingivostomatitis also “occur commonly 
enough to arouse the suspicion :of hypovi- 
taminosis C.” Vitamin C deficiency is prob- 
ably “a major or contributory factor” in 
cases of unexplained bleeding. A low 
capillary strength is, of itself, not an index 
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of vitamin C deficiency, but if a low capil- 
lary strength is increased by the adminis- 
tration of vitamin C, this is evidence of 
preéxisting deficiency. The authors’ obser- 
vations, in tests on “normal” persons and 
on patients with various types of disease, 
indicate that subclinical vitamin C defi- 
ciency is “‘commonly encountered in medi- 
cal practice.” 


COMMENT 


Like all laboratory tests, it is sometimes 
difficult to form conclusions unless repeated 
examinations are made. The suspicion that 
hypovitaminosis is present first. comes from a 
carefully made study of minor symptoms, plus 
an adequate history. A physical examination 
should include a “vitamin survey”. This gives 
the first clue, then laborato:y evidence clinches 
the diagnosis, Harris (Lancet 2:644, 1942) 
has an interesting article entitled “Critique of 
the Saturation Method for Determining Vita- 
min Levels”. M.W.T. 


Sodium d-Lactate Tolerance as a 
Test of Hepati:. Function 


C. COHN (Archives of Internal Medi- 
cine, 70:829, Nov. 1942) reports the use 
of the sodium d-lactate test in different 
types of jaundice. In this test, 75 mg. per 
kg. body weight of sodium d-lactate in a 
12 to 14 per cent solution is injected intra- 
venously; the lactic acid of the blood is de- 
termined before and thirty minutes after 
the injection. A retention of 5 mg. or 
more of the injected lactate per 100 cc. of 
blood, thirty minutes after the injection, is 
an indication of some damage to the 8 
tic cells. In 36 cases in which jaundice 
was known to be due to diffuse hepatic 
parenchymal injury, the sodium d-lactate 
test was positive, i.e. showed abnor- 
mal retention, in 34 instances. In 24 pa- 
tients in whom jaundice was due to extra- 
hepatic biliary obstruction, the test was 
positive in only 4 instances; and in 3 of 
these 4 patients biopsy at operation or au- 
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topsy showed “‘considerable associated in- 
jury to the hepatic cells.” Comparative 
studies were made with this test and with 
other tests of hepatic function—the galac- 
tose tolerance test, the ratio of total to es- 
terified cholesterol, and the urinary uro- 
bilinogen dilution test. In these studies it 
was found that the sodium d-lactate test 
gave a higher percentage of correct results 
than any of the other tests in differentiat- 
ing between jaundice due to diffuse dam- 
age to the liver 


intravenously (5 per cent solution) ; (3) 2 
gm. sodium sulfapyridine intramuscularly 
(3314 per cent solution) ; (4) 2 gm. sul- 
fathiazole by mouth; (5) 2 gm. sodium 
sulfathiazole intravenously (5 per cent so- 
lution); (6) 2 gm. sodium sulfathiazole 
intramuscularly (3314 per cent solution). 
Determination of the blood concentrations 
of the drugs at frequent intervals for twen- 
ty-four hours showed that with both the 
oral and the intramuscular routes of ad- 
ministration, the 
maximum  concen- 








parenchyma and 
jaundice due to ex- 
trahepatic _ biliary 
obstruction without 
definite liver dam- 
age. 


EDITORIAL 


Wakefield, R. I. 


Brooklyn, N. Y. 
COMMENT 
Stamford, Conn. 

This seems an in- 
teresting addition to 
the tests for hepatic 
function. Thus far 
none has been very 
satisfactory. The se- 
rum colloidal gold 
curve is one of the 
newer methods 
which offers promise. 
Perhaps it is well to 
employ several tests, 
one to check the 
other, Cohn’s article 
should be read in its 
entirety. a, 
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tration was reached 
in two to four 
hours; with intra- 
venous administra- 
tion there was an 
immediate high 
ceo nce nt t-a-- 
tion of the drug 
in the blood, but 
this fell rapidly to 
a level below that 
attained with oral 
and intramuscular 
administration in 
three to four hours. 
The maximum lev- 
el of the drug in 
the blood was ap- 
proximately the 
same with intra- 
muscular as with 
oral administration, 
but the rate of ab- 
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University of Ne- 

braska College of Medicine (Annals of In- 
ternal Medicine, 17:835, Nov. 1942) re- 
port a study of the parenteral use of the 
sulfonamides. Tests were made on “‘aver- 
age hospital patients” in six groups, and on 
3 normal volunteers who took all six tests; 
some of the patients had mild infections, 
but none had fever and none had been 
given any sulfonamide for at least a week 
prior to the experiment. The methods of 
administration employed were as follows: 
(1) one dose of 2 gm. sulfapyridine by 
mouth; (2) 2 gm. sodium sulfapyridine 
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level was main- 
tained for a longer period of time. With 
all three methods of administration, the 
concentration of sulfathiazole in the blood 
reached a higher peak than that of sulfa- 
pyridine and was maintained at a high 
level somewhat longer. The degree of 
acetylation was considerably greater after 
sulfapyridine than after sulfathiazole. 
There were no toxic reactions to the dosage 
employed in these tests except occasional 
mild nausea, and vomiting in one case after 
the intravenous administration of sodium 
sulfapytidine. The authors have previous- 
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ly reported the intramuscular administra- 
tion of sodium sulfapyridine in 25 cases; 
since that time they have used both so- 
dium sulfapyridine and sodium sulfathia- 
zole intramuscularly in over 200 cases, and 
more recently sodium sulfadiazine in a 
small series of cases. The clinical results 
were equally as good with oral medica- 
tion and toxic reactions were no more 
frequent or severe, the incidence of nausea 
and vomiting being definitely lower. The 
authors consider that oral administration 
is the method of choice in sulfonamide 
therapy, but in cases where oral adminis- 
tration is “not practicable,” or causes se- 
vere nausea and vomiting, the intramuscu- 
lar route is preferable to intravenous ad- 
ministration. 


COMMENT 


In overwhelming infections it may be neces- 
sary to begin the treatment with intravenous 
injection, The last paragraph of this review 
sums up the situation, M.W.T. 


Li 


Diagnostic Criteria and Resistance to 
Therapy in the Sprue Syndrome 

F. M. HANES (American Journal of 
Medical Sciences, 204:436, Sept. 1942) 


considers that sprue in the adult is 
analogous to celiac disease in childhood; 
“celiac disease bears the same relation to 
sprue that cretinism does to myxedema.” 
Adult sprue may occur in warm or cold 
climates, “tropical” and ‘“non-tropical”’ 
sprue being identical, in the author’s opin- 
ion. In the study of 60 cases of sprue at 
Duke Hospital Clinic in the last seven 
years, the “diagnostic requirements” have 
heen found to be: Steatorrhea, which can- 
not be accurately demonstrated except by 
determination of the fat in the stools; in 
48 cases of this series, the average amount 
of fat in the dried stools was 48.5 per 
cent. Loss of weight which may “equal 
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or exceed” that of any other condition, 
usually 25 to 70 pounds, and in some in- 
stances more. Low glucose tolerance curve, 
an increase in blood sugar of less than 40 
mg. per 100 cc. after the administration 
of 1 gm. glucose per kilo of body weight, 
unless the patient has been given liver ther- 
apy. Anemia, which is of the macrocytic 
hyperchromatic type, the hematologic pic- 
ture not distinguishable from pernicious 
anemia. Hypochlorhydria is the rule in 
sprue, but achlorhydria occurs more fre- 
quently than in normal persons, which 
serves to distinguish the sprue syndrome 
from true pernicious anemia. Other symp- 
toms occur frequently in sprue, such as 
sore, reddened tongue, and “a pendulous, 
gaseous abdomen,” with greatly distended 
colon, but without the five criteria men- 
tioned—steatorrhea, loss of weight, low 
glucose tolerance curve, anemia and _hy-- 
pochlorhydria—the diagnosis of sprue can- 
not be made with certainty. In most cases 
of sprue, the condition responds rapidly to 
parenteral liver extract, a diet low in fats 
and rich in proteins and vitamins; under 
this treatment the diarrhea ceases, patients 
regain their appetite and gain weight, the 
anemia and sore tongue are relieved, and 
a feeling of well-being replaces the former 
depression. Among the 60 patients in the 
author’s series, there were only 4 who did 
not respond to adequate liver and dietary 
therapy; even large amounts of liver ex- 
tract were ineffective in these cases; 3 of 
the 4 patients died, and the fourth shows 
no improvement under intensive therapy. 
In 2 of the fatal cases that came to au- 
topsy, “the findings were similar in every 
way to those reported by other observers, 
being those of extreme inanition only, and 
inadequate to explain the fatal outcome.” 
The reason for this refractoriness to treat- 
ment in occasional cases of sprue, the au- 
thor states, is not known. 


COMMENT 


Focal infection, arteriosclerosis and general 
infection may play some part in refractoriness 
in certain cases. In some persons it is not 
possible to determine the reason. The key- 
note in sprue is adequate liver therapy. 

M.W.T. 
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SURGERY 


The Controlled Administration of 
Fluid to Surgical Patients 


O. H. WANGENSTEEN (Minnesota 
Medicine, 25:783, Oct. 1942) has found 
that the best method of determining the 
state of hydration of a surgical patient is 
routine weighing of the patient before and 
after operation in relation to the daily out- 
put of urine. If the daily output of urine 
is 800 to 1800 cc. per day with normal 
specific gravity, this is considered “ample 
assurance” that the patient is receiving 
sufficient fluid. When fluid is being ad- 
ministered, but the patient shows a definite 
oliguria with decreasing urinary output, ad- 
ministration of more fluid is not neces- 
sarily indicated. If the weight of the pa- 
tient increases 4 to 5 per cent above the 
preoperative weight, in the presence of 
oliguria, this is an indication of “‘overhy- 
dration” rather than dehydration, and the 
further administration of fluid will cause 
cardiac failure, pulmonary edema and 
death. When fluid administration is indi- 
cated in surgical patients, 5 to 9 gm. sodi- 
um chloride daily is usually sufficient; this 
should be supplied as physiological saline 
solution; additional fluid should be given 
as glucose solution; in acidosis sodium bi- 
carbonate (5 per cent solution) is also in- 
dicated. The blood loss factor is also to 
be considered in surgical patients; in or- 
der to determine blood loss more exactly, 
the author employs dry sponges during 
operation which are weighed on an accurate 
scale; the blood loss can be determined in 
this way to within a few grams. In ex- 
tensive operations, plasma is given intra- 
venously during operation in such amounts 
that when the operation is completed the 
patient has received 100 to 200 cc. more 
than the actual blood loss as shown by 
“the total increment of gain in weight in 
the sponges.” If the amount of blood lost 
is large, it should be replaced by whole 
blood transfusions, rather than by plasma. 
Surgical patients who cannot be fed by 
mouth must be supplied adequate calories 
and nitrogen parenterally; this is true not 
only in the postoperative period, but also 
in the preoperative preparation of patients 
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with lesions that have prevented adequate 
food intake for some time, such as pyloric 
obstruction. The author has found that 
adequate calories can be supplied by the 
intravenous administration of 1500 cc. of 
a 20 per cent glucose solution over a ten- 
to fifteen-hour period; the sugar so given 
is practically completely utilized. Such a 
concentrated glucose solution may cause an 
occasional thrombosis of the veins, but the 
author considers this preferable to giving 
too large amounts of fluid to poor risk pa- 
tients in order to meet the basal caloric re- 
quirements. For maintaining the nitrogen 
balance he employs about 75 gm. of amino 
acid protein daily and 100 to 200 cc. of 
plasma. By attention to the controlled 
administration of fluid and the maintenance 
of caloric and nitrogen balance, the au- 
thor is convinced that many operations may 
be done on poor risk patients “without in- 
creasing the risk materially.” 


COMMENT 


Candidates for operation fall into either ot 
two classes, the good risk and the bad risk. 
Modern methods have enabled the surgeon ta 
recognize the bad risk as such and to proceed 
to do something about it. The author, in this 
article, mentions the measures which if under- 
taken preoperatively and carried on during 
the operation and postoperatively are most 
likely to make the “patient safe for the opera- 
tion”. The medical attendant has learned the 
necessity of controlling the amount of fluid 
administered to surgical patients. This control 
of the amount of fluid cannot be disassociated 
from the control of the ingredients contained 
in the solutions. Attention is called to the 
daily urinary output as an index to the proper 
amount of fluid to be administered. It is 
further advised that weighing the patient, if 
properly evaluated, will serve as a guide to 
fluid needs. This and other innovations in 
operative technic are brought to our attention 
in the article, The interest aroused in this 
entire subject by such articles as this is bound 
to advance our knowledge, making us all 
surer in the handling of similar cases and 
leading eventually to some accepted standard 
procedures. However, simplicity must be the 
watchword. Procedures must not become too 
ritualistic or complicated. There are many 
intangible factors; our methods and efforts are 
more frequently approximate and not absolute 
in their results and implications. 

It was Rowntree who spoke of the “lust for 
truth” which should mark the surgeon, but at 
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the same time he cautioned him to “walk 
humbly”. T.M.B. 
A practical Concept for the Treatment 
of Major and Minor Burns 

F. B. GURD and associates at the Mon- 
treal General Hospital (Annals of Surgery, 
116:641, Nov. 1942) describe the meth- 
ods now ao at the Hospital for the 
treatment of burns. In major burns ac- 
companied by shock, the shock is first 
treated by continuous drip infusion of 
lasma diluted 50 per cent ie saline. For 
aetes on large surface areas, such as the 
trunk or thigh, tannic acid-silver nitrate 
eschar is employed; sulfanilamide powder 
may be sprinkled over the burned surface 
before the eschar is applied. In all “criti- 
cal areas,” in burns of moderate extent 
elsewhere, and in minor burns, a thick 
pressure-type of dressing with “a basic 
dressing” of 5 per cent sulfathiazole oil in 
water emulsion (Montreal General Hos- 
pital formula) is employed. This formula 
is as follows: Sulfathiazole (finely 


powdered), 5 per cent; triethanolamine, 2 
= cent; distilled water, 24 per cent; white 

eswax, 5 per cent; liquid paraffin, 64 
cent. When this dressing is used, the 


urned area is cleansed with soapsuds 
made from castile soap and washed with 
saline. Then ‘‘sulfamesh” strips (1-2 mm. 
mesh material saturated with sulfathiazole 
emulsion) are applied in a single layer, 
individualizing fingers, etc.; over this an 
ordinary gauze dressing, ‘‘generously’”’ im- 
ecg with the emulsion, three to four 
ayers, not individualizing fingers, etc.; 
next a pressure dressing with cotton waste; 
the entire dressing is wrapped in a sterile 
towel or towels and firmly bandaged with 
flannel or flannelette bandages or dress- 
ing gauze roller bandage. For the face, 
a mask is employed; for hand, forearm, 
etc., a plaster molded splint is added hold- 
ing the extremity in the functional posi- 
tion. In 120 cases of burns, including 31 
major burns, treated by these methods, 
there were no deaths and no case of gen- 
eral sepsis. The only local infections were 
those present at the time of the first treat- 
ment, which were controlled by the first 
dressing. The period of healing was short- 
ened as compared with other methods of 
treatment; and in the 15 cases of third de- 
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gree burns in which skin grafting was 
necessary, employing split grafts, 100 per 
cent “takes” were secured in all cases. 


COMMENT 


The treatment of burns has been the sub- 
ject of many valuable contributions to recent 
surgical literature. Gurd associates re- 
count their experiences at the Montreal Gen- 
eral Hospital in the treatment of 131 such 
cases, They have standardized their treatment 
as far as possible and the details are set forth. 
The list of preparations used in the local treat- 
ment of burns is truly a formidable one and 
sufficient to confuse the novice. In some quar- 
ters there is a decided trend toward the use 
of some Pater sy of one of the sulfonamide 
group. Regardless of the preparation used the 
management of the entire case must rest on 
certain basic poi: These have been fre- 
quently stated and have received wide accept- 
ance. It would seem that in the larger hos- 
pitals to which many of these patients are 
brought the best possible results would be as- 
sured if the problem were handled by a group 
trained in a deliberately planned routine for 
the care of the burned. It is the reported re- 
sults of treatment under such conditions that 
will eventually improve the results obtained in 
all cases in the future. T.M.B. 


Report on 230 Cases of Subtotal Gastric 
Resection for Peptic Ulcer 


C. G. MILLER (Surgery, 12:383, Sept. 
1942) reports a study of results in 230 
cases of peptic ulcer treated by subtotal 
gastric resection. There were 7 postoper- 
ative deaths in this series, a mortality of 3 
per cent; 93 consecutive operations were 
done without a death. A follow-up study 
was made of the first 200 cases operated, 
operation having been done only recently 
in the last 30 cases. Of these, 173 pa- 
tients have been traced; 4 patients have 
died since operation; in one case death was 
due to Krukenberg tumor and liver met- 
astases from the gastric ulcer which was 
evidently malignant, although not proved 
so histologically. Three patients have been 
operated on for other conditions since their 
gastrectomy, and in all instances no new or 
recurrent peptic ulcer was found. Of the 
remaining patients followed up 90 per cent 
are completely relieved of symptoms with- 
out dietary restrictions; the other 10 per 
cent are definitely improved, but complain 
of vague symptoms such as weakness, 
pallor, or nausea, or have some other con- 
dition causing symptoms, such as choleli- 





thiasis or colitis. In none of these patients 
has evidence of a recurrent ulcer been 
found by x-ray, gastric analysis, or, in some 
instances, gastroscopic examination. Most 
of these patients do not gain much weight, 
but they are ‘adequately nourished,” indi- 
cating that ‘the small stomach adapts itself 
to its work.” The author states that he 
knows of ‘‘no more grateful patients than 
this group that has been resected for ulcer,” 
and relieved of the necessity of prolonged 
dietary restriction and medical treatment. 


COMMENT 


The operation of subtotal gastrectomy for 
“peptic” ulcer is receiving wide acceptance. 
The published results in series of cases, as in 
this instance, record a low operative mortality 
and a satisfactory report on follow-up exam- 
ination, The best results seem to be obtained 
in clinics and by surgeons who do a consider- 
able amount of this work. Standardization, as 
far as possible, of management and technic 
insures better results. Modern methods of 
anesthesia and modern improvement in pre- 
operative and postoperative care have done 
much to lower morbidity and mortality. How- 
ever, there are pitfalls. Postoperative pul- 
monary atelectasis is still a formidable ad- 
versary, and wound infection and postopera- 
tive wound dehiscence are not unknown, All 
of which emphasize the necessity for unre- 


mitting vigilance in the handling of these 
cases from start to finish. T.M.B. 


The Intravenous Use of 
Amino-Acids for Nutritional Purposes 
in the Surgical Patient 


R. LANDESMAN and V. A. WEIN- 
STEIN (Surgery, Gynecology and Obstet- 
rics, 75:300, Sept. 1942) report the use 
of an enzymatic amino-acid preparation 
(casein hydrolysate) known as amigen in 
surgical patients. The chief indication for 
the use of this amino-acid preparation is 
“starvation” of a patient who cannot take 
sufficient Pn by mouth. In patients 
showing definite hypoproteinemia, plasma 
infusions are indicated, but amigen should 
be given in addition. The amigen solution 
is made from amigen powder, 100 gm. to 
one liter of distilled water; this 10 per cent 
solution is passed through a Berkefeld filter 
W and diluted to a 5 per cent solution 
under sterile precautions; it is then sealed 
in a sterile container, and steamed over a 
water bath for thirty minutes; it may be 
stored in the icebox or at room tempera- 
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ture. The solution should be absolutely 
clear when used. The amigen powder 
should not be allowed to stand exposed to 
the air for more than a few hours after a 
sealed container is opened, but should be 
used promptly for making up the solution. 
If indicated, glucose, thiamine chloride, 
nicotinic acid, ascorbic acid and 0.8 per 
cent sulfanilamide solution may be added 
to the amigen solution, but the addition of 
a 1 per cent solution of sodium sulfapyri- 
dine or sodium sulfathiazole produces pre- 
cipitates that render the solution unfit for 
use. As a rule 50 to 100 gm. of amigen 
in 214 or 5 per cent solution have been 
given daily with added sodium chloride, 
vitamins and glucose to bring the caloric 
intake to 1200 to 2000 calories. In cases 
of cardiac or renal failure in which fluid 
must be restricted, this dosage is decreased. 
In the series of 75 cases reported amigen 
was given in doses of 50 to 100 gm., with- 
out causing any foreign protein reaction; in 
one group, in which 1000 cc. of the 5 per 
cent solution were given in one and a half 
hours, the patients frequently noted flush- 
ing of the face, a feeling of warmth and 
frontal headache. These symptoms did 
not occur if the amigen solution was given 
slowly, 120 to 240 cc. per hour. A 2I/, 
or 5 per cent solution of amigen causes 
no phlebitis, but if glucose is added so 
that the solution ‘‘becomes markedly hy- 
pertonic,” endophlebitis may occur; this 
danger is minimized by making the injec- 
tion at the junction of two veins and giv- 
ing the solution slowly, only 2 to 4 cc. per 
minute. Studies on some of the patients 
in this series showed that the amino-acids 
administered are absorbed from the blood 
stream rapidly and not excreted in the u- 
rine, and also that a positive nitrogen bal- 
ance can be maintained with amigen as the 
sole source of nitrogen. These findings in- 
dicate that the amino-acids given intra- 
venously are actually used by the body in 
nutrition. Not only does the intravenous 
administration of amino-acids prevent pro- 
tein starvation in patients who cannot be 
adequately fed by mouth, but it also pro- 
tects against liver damage in the same way 
as a high protein diet, which recent re- 
searches have indicated is of value for this 
purpose. 
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COMMENT 


The authors in this paper call attention to 
the use of an enzymatic amino-acid prepara- 
tion and describe in detail the manner in 
which they have made use of this drug, called 
“amigen”. The varied problems associated 
with furnishing fluids and nutriment to the 
sick patient incapable of ingesting food and 
fluid by mouth, particularly if such a patient 
has just undergone a serious major abdominal 
operation, have for years beset the medical 
attendant. Happily, in recent years, through 
patient experimental and clinical research, the 
answers to many of those problems have been 
supplied. Clinicians today are not alone satis- 
fied with restoring water balance and remedy- 
ing the associated acid base imbalance, and 
supplying the need for glucose. They are 
prompt to recognize the great need on the 
part of the body for protein. This is a three- 





fold need, 1. For nutritional purpose. 2. To 
supply liver needs. 3, To utilize a solution 
which once introduced into the circulation is 
more sure to restore and maintain blood 
volume. To accomplish the purpose trans- 
fusions of blood and plasma have been utilized. 
Now, in this connection, there has been added 
to our armamentarium the amino-acid prepa- 
rations, which may be used alone or in con- 
junction with the various vitamins or perhaps 
with one of the sulfonamide group. It would 
seem wiser to administer chemotherapy sepa- 
rately if that is at all indicated. This entire 
program is not “fool proof’, nor does it 
necessarily insure success. If it is under- 
taken carefully with judicious consideration of 
the circumstances connected with the case an 

with a selection of the Pa remedy, dis- 
criminating nicely as to dosage, volume to be 
given, and method of administration, then and 
then only will the most favorable results be 
obtained, T.M.B. 


UROLOGY 


Hemolytic Streptococci from 
Genitourinary Infections 


A. HOLLANDER (Journal of Urology, 
48:328, Sept. 1942) reports a study of 40 
strains of hemolytic streptococci isolated 
from the urine obtained from the bladder 
by catheterization. Only 4 of the strains 
were of group A and 2 of group C. These 
organisms are rarely found in the feces, 
and hence it must be assumed that the in- 
fection in these cases was not of intestinal 
origin. Most of the strains were of groups 
B and D, which are fecal organisms; this 
indicates that most hemolytic streptococcus 
infections of the urinary tract are of in- 
testinal origin. The mechanism by which 
intestinal organisms reach the genitourinary 
tract has not yet been demonstrated. In 
the female there is the possibility of infec- 
tion of the vagina from the rectum and then 
a subsequent ascending infection. Another 
possible route of infection is the lympho- 
genous; or the infection may take place by 
the hematogenous route, with only a tran- 
sient bacteriemia. The findings in . this 
series are of special interest in regard to 
the question. of therapy, because of the re- 
sistance of fecal streptococci to drugs of the 
sulfonamide group. 


COMMENT 


It is interesting to note that since the days 
when the hemolytic streptococcus was recog- 
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nized, isolated and cultured as a special type 
of great virulence, 40 or more strains have 
been separately studied and the feces found to 
be their habitat. When the main site of de- 
velopment can be reached then therapy is by 
that much more easy. It is unfortunate that 
up to date the sulfonamides do not greatly 
affect the fecal groups. V.C.P. 


Properties of Organic Acid Solutions 
Which Determine their Irritability to 
the Bladder Mucous Membrane and the 
Effect of Magnesium Ions in Over- 
coming this Irritability 

H. I. SUBY and associates at the Massa- 
chusetts General Hospital (Journal of 
Urology, 48:549, Nov. 1942) have found 
evidence in previous studies that it may be 
possible to dissolve phosphatic urinary 
stones by organic acid solutions introduced 
from without. The solution used in these 
studies—sodium-citrate-citric-acid solution 
—was found to be too irritating to the 
bladder mucosa to be of much practical 
value. Further studies have been carried 
out with the purpose of finding another 
solution which would be equally or almost 
equally effective in dissolving calculi and 
at the same time be less irritating. In ex- 
periments on rabbits, it was found that not 
only the sodium-citrate-citric-acid solution 
but also other organic acid solutions were 
irritating to the bladder; in the range of 
pH tested, the irritating quality of the so- 
lutions increased with decreasing pH; hy- 
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pertonicity also increased the irritation; and 
each individual acid “exerted its own spe- 
cific effect.” In further experiments with 
the sodium-citrate-citric-acid solution it was 
found that the addition of magnesium to 
this solution almost entirely eliminated the 
irritating action without materially reducing 
its effectiveness in dissolving calculi. A 
solution containing citric acid (monohy- 
drate) 32.3 gm., magnesium oxide (anhy- 
drous) 3.8 gm. and sodium carbonate (an- 
hydrous) 4.4 gm. in distilled water to 
make 1000 cc.—known as solution G— 
caused no gross changes in the mucosa of 
the rabbit's bladder after a four-hour 
lavage; microscopic examination showed 
only a slight edema of the bladder wall 
with the mucosa intact. This solution is 
effective only in dissolving calculi that 
consist predominantly of calcium phos- 
phate, magnesium ammonium phosphate, 
or calcium carbonate. The authors are of 
the opinion that “the next big step for- 
ward will come when some enzymes are 
found which can be added to the solution 
and which attack the organic matrix of the 
stone.” Solution G has been used in the 
treatment of approximately 20 patients 
with urinary calculi; a full dint report 
on these cases is to be presented later. The 
authors present x-rays from 2 of these 
cases showing dissolution of the calculi 
after irrigation with the solution; in one 
of these cases it is noted that the dissolu- 
tion of the stones proceeded most rapidly 
in the calyces, which was “‘an unexpected 
result.” 


COMMENT 


Solutions which irritate, involving a cer- 
tain degree of attack on the mucosa, do harm. 
The assumption is sound that stones do not 
form in the presence of normal mucosa, De- 
velopment of a solution which does not irri- 
tate the mucosa is a long stride forward. 
Likewise recognition that enzymes are neces- 
sary for attacking the organic matrix of stones. 
The composition of stones is very complex 
and worthy of still more study, like this 
present one, VCP. 


Prostatic Abscess with Particular 
Reference to the Use of the 
Urethrogram in Diagnosis 

W. E. FORSYTHE (Urologic and Cu- 
taneous Review, 46:613, Oct. 1942) has 


found the urethrogram of definite value 
in the diagnosis of prostatic abscess. The 
technique employed for urethrography at 
the Department of Urology of the New 
York Hospital is as follows: A urological 
flat plate is first made with the patient 
dorsal. An opaque soft No. 12 rubber 
catheter is introduced and the bladder con- 
tents withdrawn; the patient is placed in 
an oblique position, the lower thigh flexed 
to about 45° and the upper thigh extended. 
The bladder is filled with air, until there 
is ‘‘a sensation of fulness,” and an x-ray 
plate made with the tube focused over the 
symphysis pubis. The air is retained in the 
bladder by digital compression on the ter- 
minal portion of the ery! urethra and 
the catheter is removed. A hippuran jelly 
mixture (20 cc.) is then slowly injected 
and a third x-ray plate made; during a 
Bucky exposure another 10 cc. of the jelly 
is injected. The patient is then placed in 
the dorsal position, and the bladder is 
thoroughly irrigated. If necessary a cysto- 
gram may be made. The hippuran jelly 
used as the opaque medium contains 240 
gm. hippuran, 12.5 gm. tragacanth (rib- 
bon-gum tragacanth U.S.P. extra select), 
glycerine 191 gm., phenol Sane. 20 
gm. with distilled water to make 1000 cc. 
In closed prostatic abscess, the posterior 
urethra in the urethrogram appears elon- 
gated and narrowed, its mid-portion is 
characteristically deflected anteriorly, while 
there is a posterior deflection of the urethra 
at the vesical outlet. In some cases the 
posterior urethra shows an S-shaped de- 
formity, which the author considers to be 
a distortion due to pressure of the pons 
abscess. Usually there is no soft tissue 
shadow at the vesical orifice, which is 
characteristic of intravesical prostatic hy- 
pertrophy, but there is an intravesical de- 
flection of the opaque medium. If there 
is an open communication between 
the abscess and the posterior or prostatic 
urethra, the abscess cavity is usually clearly 
outlined by the opaque medium. But in 
such cases, drainage of the prostatic abscess 
has already taken place, and “diagnosis 
is neither difficult nor imperative.” It is in 
the closed type of prostatic abscess that 
diagnosis is most difficult, but also neces- 
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sary in order to institute proper treatment, 
and it is in this type of abscess that the 
urethrogram is of greatest value. When 
the diagnosis of closed prostatic abscess 
has been made, the author considers that 
surgical drainage is indicated. If there is 
no associated urethral stricture, perineal 


prostatotomy is done, permitting “the 
honeycombed” interior of the abscess to 
be broken down and drained; if urethral 
stricture is present, external urethrotomy is 
done, with blunt opening into the abscess 
cavity and the bladder through the ure- 
throtomy opening. 
COMMENT 


The aid of this form of diagnosis is mani- 
fest and great. One is impressed by the choice 
of open drainage for the unruptured cases. It 
is easy to remember the time when a short- 
beak sound was passed, reversed, and plunged 
into the abscess at its assumed prominence. 
This method only converted the abscess into 
a blind pocket into which the urine gravitated. 
If the urine was already decomposed it aug- 
mented the symptoms. If not decomposed it 
tended to that change, especially if the abscess- 
cavity was large and complex. With the aid 
of this method of diagnosis these blind open 
abscess cavities will be amenable to open 
external drainage and thus attain cure, more 
promptly and more adequately. VG. 


The Use of Deproteinated Pancreatic 
Extract in the Treatment 
of Ureterospasm 


H. W. E. WALTHER and R. M. WIL- 
LOUGHBY (New Orleans Medical and 
Surgical Journal, 95:182, Oct. 1942) note 
that the control of symptoms following 
ureteral dilatation is often ‘‘a serious prob- 
lem” in the management of conditions in 
which ureteral spasm is a feature. Prior 
to April 1, 1941, the following routine 
was employed when ureteral dilatation was 
indicated in the treatment of ureteral stone 
or spastic ureteritis: 3 grains of pheno- 
barbital sodium were given an hour before 
the time set for the cystoscopy; 30 minutes 
later a hypodermic injection of pantopon 
VY; grain and atropine sulfate 1/150 
grain; metycaine was used as a local sur- 
face anesthetic for the bladder and urethra. 
In some cases inhalation or intravenous 
anesthesia was necessary to secure sufficient 
relaxation. After instrumentation, seda- 
tives, such as the barbiturates or pantopon, 
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and, if necessary, “more potent drugs’ such 
as morphia were employed. Since April 
1, 1941, a refined deproteinated pancreatic 
extract has been used to control ureteral 
spasm; the extract is free from insulin and 
histamine. In addition to the usual routine 
of preparation for instrumentation outlined 
above, an intramuscular injection of 3 cc. 
of this extract is given just before the 
introduction of the cystoscope. After in- 
strumentation, the pancreatic extract is 
given in 3 cc. doses every three hours for 
four to six doses; if necessary further in- 
jections are given, usually 2 cc. every forty- 
eight hours, either in the hospital or at the 
home or office. The results in 70 patients 
treated with the deproteinated pancreatic 
extract are compared with those in 72 
patients treated without the extract by the 
same technique of ureteral catheterization. 
Ureteral stones were present in 28 pa- 
tients in the pancreatic extract group and 
in 25 patients in the control group. The re- 
maining patients in each group had spastic 
ureteral conditions. Of the 47 patients with 
spasm in the control group 19 had very se- 
vere and 17 moderately severe post-instru- 
mentation reactions; of the 25 patients with 
stones in this group, 11 had very severe 
and 5 moderately severe reactions. Of the 
70 patients treated with the pancreatic ex- 
tract, only 7 had reactions as severe as 
those observed in the control series; in the 
remainder, reactions were either absent or 
“very mild.” The difference was noted 
especially in 25 patients who were also 
included in the control group and who 
had been treated by the former routine. If 
possible, all patients are hospitalized for 
twenty-four hours after ureteral catheteri- 
zation; however, if this is not possible, it 
has been found that with the use of pan- 
creatic extract patients can be discharged 
as soon as the stones are passed or the 
immediate post-instrumentation reaction is 
over if stones are not present, and that 
patients can carry on their usual activities, 
even if further injections of the extract 
are necessary. No particular difference in 
the effect of the drug on nervous and on 
phlegmatic patients was observed, except 
that hypersensitive patients, who, in the 
light of past experience, would have re- 











quired large doses of sedatives, required 
only small doses or none at all when the 
extract was used. The only effect of the 
deproteinated pancreatic extract is to relax 
spasm; thus the disorientation and clouding 
of the mentality that result from pro- 
longed use of the barbiturates or pantopon 
are avoided. 





COMMENT 


This study has the merit of a rather large 
number of patients and great care in observa- 
tion and conclusions. It would be more satis- 
factory if the type of stone, as to migration, 
and if the rate of dilatation as to rapidity had 
been stated. Personally, I have never had a 
case of ureteral spasm occur in quiescent stones 
and gradual dilatation. ¥.G.P. 


PEDIATRICS 


A Series of Substitutes for Milk 
in the Treatment of Allergies 


L. Z. WOLPE and P. C. SILVER- 
STONE (Journal of Pediatrics, 21:635, 
Nov. 1942) report a study of milk sub- 
stitutes used in the treatment of eczema in 
infants. It has been found that in infants, 
milk allergy plays a major role in the 
causation of eczema. Most eczematous in- 
fants show a reaction to the curd of milk, 
whether there is sensitivity to the casein 
alone or to beth the casein and lactoalbu- 
min. In most of the cases treated, before a 
milk substitute was employed, whole milk 
boiled for ninety minutes, evaporated 
cow's milk and finally evaporated goat's 
milk were tried, until it became evident 
that it was necessary to remove all milk 
from the diet. Nine milk substitute for- 
mulas have been prepared from oat, barley, 
soy bean, lima bean, pea, taro, rice, rye 
and corn flours, with the addition of oil 
(cottonseed, olive, sesame, corn, peanut 
and soy), and gelatin, dextrose, imitation 
vanilla, salt, crushed bone phosphate or 
dicalcium phosphate, ferric chloride (10 
per cent solution) and, in some cases, sac- 
charin. In the diluted formulas, the protein 
percentage varied from 2.7 to 3.4 per 
cent, fat from 3 to 3.9 per cent, carbohy- 
drate from 8.3 to 11 per cent. The addi- 
tion of iron, calcium and phosphorus was 
calculated to supply a minimum of 10 mg. 
iron, 1 gm. calcium and 1.3 gm. phos- 
phorus daily and to maintain the calcium: 
phosphorus ratio between 1:1 and 2:1. 
These formulas have been used in the 
hospital in an eczema ward, and also in 
the home under the direction of the out- 
patient clinic. The curd tension is that of 
a soft curd milk, and the pH about at the 
neutral point. It has been found that sub- 


100 


stitutes prepared from oat and barley flours 
and olive and sesame oils were best toler- 
ated by most infants. The palatability of 
the formulas was of definite aid in the 
treatment of infants “at an age period 
which frequently offers poor cooperation.” 
The onset of eczema was associated with 
an infection in more than 50 per cent of 
the 20 cases reported; and 20 per cent had 
a slight exacerbation of the eczema fol- 
lowing an infection after complete relief 
had been obtained on the substitute for- 
mula; this was of short duration. All but 
one of the patients showed substantial gain 
in weight after clinical relief from the 
eczema, at the time of the last examina- 
tion. The authors state that they consider 
that the chief value of their investigation 
lies, not in the preparation of the nine 
milk substitute formulas presented, but in 
the demonstration of “the possibility of 
constructing an infinite number of sub- 
stitutes from cereals or vegetables indig- 
enous to any locality after determining 
their chemical analysis. During times of 
war and possible diminution in available 
dairy supplies, the ability to prepare from 
local sources, everywhere, a complete sub- 
stitute for milk, is a distinct and timely 
advantage which cannot be overempha- 
sized.” 
COMMENT 

Eczema is and always will be one of the 
difficult conditions to properly treat, So many 
different factors can enter into the problem. 
When we have a milk allergy, we say, “Let's 
try”—goat’s milk, sobee, cemac, mulsoy, hypo- 
allergis milk, nutramigen, etc. All this means 
is that we “don’t know” all that is back of 
the allergy. These products are very valuable, 
as their development is based upon scientific 
research and clinical investigation. Naturally 
these are aie and a more inexpensive 
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excellent contribution. They have worked out 
in detail various formulae which can be made 
in the home, and so you can easily have at 
your disposal several variations, This widens 
your chance for finding a non-allergic food to 
fit your case. Anyone who has a severe milk 
eczema would do well to study in detail the 
work of Drs. Wolpe and Silverstone. Thanks 
to them for their excellent work and contri- 
bution to this difficult problem. O.L.S. 


Desiccated Thyroid in the Treatment of 
Low Grade Chronic Illness in Children 


M. H. STILES (Archives of Pediatrics, 
59:740, Nov. 1942) presents a study of 
30 children with low grade chronic or re- 
current illness, chiefly respiratory and in- 
testinal infections. Determination of the 
basal metabolic rate in these patients 
showed it to be 0 or less in 90 per cent, 
and minus 10 or less in 60 per cent. The 
mean metabolic rate for the group was 
minus 11.3. Eighteen of these children 
with low metabolic rates were given desic- 
cated thyroid for a sufficient period to de- 
termine its effectiveness. The initial dosage 
was 2 grains of desiccated thyroid daily 
for patients with metabolic rates of minus 
20 or less, 1 grain daily for those with 
metabolic rates between minus 10 and 
minus 19, and 1% grain daily for those 
with metabolic rates of minus 9 or more 
if thyroid medication was considered to be 
indicated. Metabolic rates were determined 
frequently, at biweekly intervals when pos- 
sible, and the subsequent dosage adjusted 
in accordance with the findings and the 
general clinical response, until the meta- 
bolic rate was maintained between 0 and 
plus 5, if the patient had not previously 
shown sufficient improvement to render 
“further dosage manipulation unneces- 
sary.”” In the 18 patients treated, the re- 
sults of the thyroid medication were “‘in- 
definite” in 3 instances; the remaining 15 
showed “conspicuous improvement.” In 
some, thyroid therapy had to be continued 
indefinitely, indicating that hypothyroidism 
was “‘a primary factor” in these cases. In 
others the treatment could be discontinued 
after “a comparatively short time,” al- 
though with some of these patients it was 
necessary to resume thyroid therapy for a 
time following acute infections. 
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COMMENT 


From the above report, it would seem that 
some of us may be overlooking a good bet. It 
has been shown from time to time that many 
children who have lost their usual pep, without 
specific clinical reason, in many instances 
have a lowered metabolism due to a mild 
hypothyroidism. It is not possible to have 
metabolic tests done in many areas; however, 
a clinical trial of desiccated thyroid extract in 
14, or 1 grain doses will often prove the case. 

Children given thyroid should be checked 
regularly, and the thyroid discontinued or re- 
duced in amount for clinical test periods. Dis- 
turbances of thyroid secretion, as is well 
known, often appear in school children during 
early puberty. O.L.S. 


The Heart in Children 
with Thyroid Deficiency 

J. J. BARATZ and I. P. BRONSTEIN 
(American Journal of Diseases of Chil- 
dren, 64:471, Sept. 1942) in 1936 re- 
ported a case of hypothyroidism in a child 
in which “one of the outstanding features” 
was cardiac enlargement. This patient has 
been kept under observation, and under 
continued thyroid therapy; the heart has 
diminished in size and has remained “es- 
sentially within normal limits.” Thyroid 
therapy also induced favorable electro- 
catdiographic changes which have also 
been maintained. The authors have since 
observed 3 additional cases of “myxedema 
heart” in children with marked hypothy- 
roidism. The cardiac enlargement was not 
of so great a degree in these patients as 
in the first patient, but the electrocardio- 
graphic changes were the same. Definite 
diminution in the size of the heart fol- 
lowed thyroid therapy. The authors empha- 
size the importance of taking roentgeno- 
grams of the heart at a distance and of 
making electrocardiographic records in 
children with hypothyroidism both be- 
fore instituting thyroid therapy and after 
a period of treatment. 


Peptic Ulcer in Childhood 


A. R. NEWMAN (American Journal 
of Diseases of Children, 64:649, Oct. 
1942) reports 6 cases of peptic ulcer in 


‘children from four and a half to twelve 


years of age. In common with others, the 
author has found that the difficulty of 
diagnosis is greatest in the younger chil- 
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dren; in the prepubertal years, the clinical 
picture “begins to conform to the adult 
pattern.” These older children are also 
more apt to be definitely underweight. In 
the youngest patient in the author's series 
(a girl four and a half years old), there 
was no typical ulcer pain; the chief symp- 
toms were recurrent vomiting unrelated to 
meals and anorexia. The diagnosis was 
made by means of the roentgenogram 
which showed a duodenal ulcer. The diag- 
nosis of peptic ulcer in childhood is “‘basic- 
ally a roentgenographic diagnosis’; and 
the frequency with which the diagnosis 
is made “will be directly proportionate 
to the frequency with which roentgeno- 
grams of the gastrointestinal tract are 
made in suspicious cases.’” The roentgeno- 
graphic signs of ulcer are the same in chil- 
dren as in adults, and ‘borderline’ find- 
ings may necessitate careful interpretation. 
The chief complications of peptic ulcer in 
children are hemorrhage and pyloric ob- 
struction. In most cases in children, heal- 
ing can be obtained by routine medical 
treatment with diet and alkalis. Intractable 
recurrent hemorrhage or occasionally 
chronicity of the ulcer may necessitate op- 
eration. Operation was not necessary in any 
of the cases reported, although in one in- 
stance it was “suggested” because of re- 
currence of symptoms and blood in the 
vomitus, but was refused, as the symptoms 
subsided under medical treatment. 


Tetanus Toxoid Immunization 
of Adolescents 


J. R. GALLAGHER and associates in 
the Department of Health, Philips Andover 
Academy (New England Journal of Medi- 
cine, 227:691, Nov. 5, 1942) report the 
administration of tetanus toxoid to 509 
boys from thirteen to nineteen years of 
age. Prophylaxis against tetanus is of spe- 
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cial interest in adolescents, who because of 
“their athletic and other activities” suffer 
frequent minor injuries, and the question 
arises whether it is preferable to risk the 
dangers, discomforts and horse-serum sen- 
sitization resulting from the use of horse- 
serum antitoxin, or the risk of tetanus fol- 
lowing an apparently trivial wound. Two 
injections of the tetanus toxoid were given 
in this adolescent group without serious 
local or systemic reactions, but with a high- 
er incidence of unfavorable reactions than 
has been reported by others in young chil- 
dren or in adults. There was one case of 
urticaria, 2 sterile abscesses and 12 with 
sufficient malaise and fever to warrant in- 
firmary care for twenty-four hours. Strong- 
ly positive skin tests to diluted tetanus tox- 
oid were noted in 3.7 per cent of the 
entire group, but there was apparently 
little relationship between such skin sensi- 
tivity and known allergic states. Neither 
the skin sensitivity to tetanus toxoid nor 
previous known allergic states was found 
to be a reliable criterion on which to pre- 
dict unfavorable local or systemic reac- 
tion. Fifteen of the 19 boys showing 
strongly positive skin tests with diluted 
toxoid were given the immunizing dose 
of toxoid in four divided doses without 
any unfavorable reaction. On the basis of 
this experience and the reports of others, 
the authors conclude that immunization 
with tetanus toxoid is “a practical, safe 
and very desirable procedure.” Immuniza- 
tion by this nalad in young children in 
combination with diphtheria immunization 
is the method of choice; but, when neces- 
sary, tetanus toxoid may be administered to 
adolescents. It is advisable, in this age 
group, to make skin tests with diluted 
toxoid, and to give the toxoid in divided 
doses to those showing strongly positive 
reactions. 
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Classical Quotations 


e@ To keep the bowels quiet should be 
the first and last thought... . A cathartic 
or a laxative may be demanded hy the pa- 
tient or friends, and an enema be thought 
desirable as a diagnostic aid. It is to be 
remembered that these may be the means 
of at once exciting a general peritonitis. 
Reginald Heber Fitz 

Perforating Inflammation 

of the Vermiform Ap- 

pendix; with Special Ref- 

erence to its Early Diag- 

nosis and Treatment. 

Transactions of the Asso- 

ciation of American Phy- 

sicians 1:107-136, 1886. 

New Edition of Key & Conwell’s Fractures 


The Management of Fractures, Dislocations, and 
Sprains. by John A. Key, M.D. and H. Earle 
Conwell, M.D. Third edition. St. Louis, C. V. 
Mosby Gompany, [c. 1942]. 1303 pages, illus- 
trated. 4to. Cloth, $12.50. 

HE third edition of a book, which first 
appeared in 1934 and was revised in 

1937, is justified by changes in the treat- 

ment of fractures of the spine, humerus, 

hip, and foot. The opening paragraph of 
the first edition starts the third edition and 
deserves future repetition: “One of the 
principal reasons for the poor results so 
frequently seen in the treatment of frac- 
tures . . . is that adequate fracture treat- 
ment cannot be umed out efficiently and 
successfully without apparatus. . . .” The 
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reasonableness of such a statement is 
found in the general use of skeletal trac- 
tion, the evident swing towards the open 
operative treatment, the necessity of proper 
reduction tables and X-ray machines and 
the availability of adequate splints. The au- 
thors have not, however, given up any 
methods or devices which have proved ef- 
fective in the past. Naturally, the operative 
treatment of intracapsular ractanes of the 
femur is described with care and judgment, 
although more emphasis might be laid on 
the weight-bearing time and the clinical 
results. In regards the use of the skin- 
tight plaster, popularized by Dr. Boehter, 
the authors say, “We do not advise it in 
fresh fractures which may be expected to 
swell.” The book is a valuable contribu- 
tion to a subject which is deserving of more 
and more intelligent supervision. 
JOSEPH RAPHAEL. 


Animal Parasites of Man 

Clinical Parasitology. By Charles F. (Craig, M.D. 
and Ernest C. Faust, PH.D. Second edition. 
Philadelphia, Lea & Febiger, [c. 1940]. 772 pages, 

illustrated. 8vo. Cloth, $8.50. 
N Clinical Parasitology the authors 
have happily combined a thorough 
presentation of the biology of the ani- 
mal parasites of medical importance and 
of the diseases which they cause in the host, 
without over-emphasis of one at the ex- 
pense of the other. Each species of para- 
site is considered with reference to geo- 
gtaphical distribution, life cycle and re- 
production transmission, pathology, symp- 
tomatology, and diagnosis. In each in- 
stance the accepted methods of treatment 
are presented. The approach is scholarly, 
and the text is thorough, concise, and lucid. 
The votume is profusely illustrated with 
photographs, photomicrographs, and many 
original drawings, which help to clarify 
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life cycles and structural details of the 
parasite and which are of aid to under- 
standing and to identification in laboratory 

Nearly one fourth of the book is de- 
voted to medical entomology with extensive 
consideration of those arthropods which 
are noxious or harmful in their own right 
as well as those which are vectors of infec: 
tion. There is also provided a technical 
appendix wherein are described those ‘ab- 
oratory procedures most useful to the prac- 
ticing parasitologist. 

The authors have admirably succeeded 
in keeping up to date a book which should 
find wide use both for teaching and for 
reference. 

ELBERTON J. TIFFANY 


X-Ray Interpretation 

A Manual of Roentgen Diagnosis. By Kenneth  S. 
Davis, M.D, San Francisco, J. W. Stacey, Inc., 

[c. 1941}. 160 pages. 4to. Cloth, $3.50. 
R. Davis’ manual intends to familiarize 
medical student with the specialty of 
diagnostic roentgenology. As it is the 
author's aim to cover every phase of the 
entire specialty, he has to be brief and to 
confine himself to the most important 
points in the various chapters. Bone tu- 


mors are dealt with in 6 pages; half of 


them text, half illustrations. To congeni- 
ta: heart disease less than one page is de- 
voted. The use of x-rays in obstetrics 
and gynecology is presented on 11/, pages 
supplemented by three illustrations. It cer- 
tainly is a difficult task to condense these 
and the other subjects so intensely; on the 
whole the author has been very successful 
in his decisions which of the material to 
retain and which to eliminate. A table 
of 29 items of “Suggested Additional 
Reading” is appended in order to show the 
student where he can find more complete 
information. 

The illustrations are p‘entiful; part of 
them are drawings made from the original 
roentgenograms, the rest are actual repro- 
ductions of roentgenograms. Although 
the drawings are clear and instructive, the 
reproductions in some instances are tech- 
nically rather poor. 

The text is carefully worded, concise, 
easily understandable for the novice, and 
likely to cling to his memory. The book 
can be recommended. What impresses 
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the reviewer most favorably is the author's 
whotesome attitude toward 

1) the indications of an x-ray examina- 
tion, and 

2) the highly critical evaluation of its 
results in the process of arriving at a di- 
agnosis of the case. 

The two paragraphs ‘‘Limitation of the 
X-ray in Diagnosis” and ‘‘Roentgenre- 
ports’’—both in chapter II—contain sound 
advice, not only for the student but for 
every physician who engages the services 
of the roentgenologist for diagnostic pur- 
poses. 

S. W. WESTING 


Parkinson’s Disease 


Methods of Treat in Post phalitic Parkin- 
sonism, By Henry D. von Witzleben. New York, 
Grune & Stratton, [c. 1942]. 164 pages. 12mo. 
Cloth, $2.75. 


EB imac is a 138 page treatise dealing with 
various advocated methods of treatment 
in postencephalitic parkinsonism. The 
first chapter deals with the differential di- 
agnosis of paralysis agitans, encephalitic 
parkinsonism and arteriosclerotic parkin- 
sonism. The author proposes to show that 
post-encephalitic parkinsonism and paraly- 
sis agitans can be differentiated etiologi- 
catly, clinically and pathologically. The 
chapters that follow are concerned with 
chemotherapy, serum therapy, vaccine ther- 
apy, intrathecal injections of various sub- 
stances, surgical therapy, fever therapy, 
roentgen therapy, the use of sedatives, 
hypnotics, and analgesies, a rather detailed 
account of alkaloid therapy and a final 
chapter concerning physical exercise and 
calisthenics. In addition there is a com- 
plete bibliography. Altogether a good 
presentation of the subject but possibly 
overenthusiastic regarding the r@ults ob- 
tained with atkaloids. 
JEFFERSON BROWDER 


Schilder on the Mind 


Mind: Perception and Thought in Their Construc- 
tive Aspects. By Paul Schilder. New York, Co- 
lumbia University Press, [c. 1942]. 432 pages. 
8vo. Cloth, $5.00. 


HE late Dr. Paul Schilder was an insa- 
tiate reader, a prodigious worker, and 
a prolific writer. At first interested in phi- 
losophy he later transferred his allegiance 
to medicine and concentrated on neurology 
and psychiatry. His contributions to the 
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literature are voluminous. Although a 
student of psychoanalysis he utilized it 
chiefly to elaborate on his own theories 
relative to the mind and its aberrations. 
It is not atways easy to understand Schilder 
because his writings are full of so many 
different references and digressions. 

The book under discussion deals with 
the mind, essentially on perception and 
thought in their constructive aspects. 
There are thirty-four chapters with an ex- 
tensive bibliography. The book is a pro- 
found study of the subject and is a good 
example of the methods employed by 
Schilder in presenting a subject. Although 
the book will hardly appeal to the general 
practitioner of medicine, it has much to 
offer to students in neuro-psychiatry, 
philosophy, and psychology. 

IRVING J. SANDS 


James C. Wood’s Autobiography 
“Wood, MD. Caldwell, dene, The Caxton’ Print. 
Cees de 1942]. 398 pages, illustrated. 8vo. 
c OMPARATIVELY few physicians live 
to celebrate their golden anniversary 
of zraduation in medicine, and those who 
attain that maturity, in these times, can 
think back on some of the pioneer days 
during which they spent their youth and 
formed life’s foundation. Such can be said 
in all truth of Doctor James Wood, son of 
a farmer, with common school education 
and then on to reach the best his profes- 
sion could give in the midwest. His attain- 
ments brought him in personal contact 
and acquaintance with the most noted phy- 
sicians and surgeons here and abroad. 

All through his career, Doctor Wood 
never once forgot that Homeopathy was 
the school of his choice. In 1877 he en- 
tered the University of Michigan continu- 
ing until he was graduated from _ its 
Homeopathic department in 1879. 

After graduation he became affiliated 
with Doctor Alfred Isaac Sawyer, one of 
the leading physicians and surgeons of 
southern Michigan and thence to Ann Ar- 
bor on full professorship in the University 
of Michigan and later concluded his life 
work in Cleveland, Ohio. 

Besides his busy professional life as sur- 
geon and teacher he spent four years com- 
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piling “Wood’s Textbook of Gynecology” 
that came from the press in 1894. In 
1898 a revised and larger edition contain- 
ing 55 chapters, 206 plates and illustra- 
tions, and much clinical gynecological case 
material was printed. 

These textbooks were in nowise his only 
literary and scholastic efforts, for he was 
a prolific writer of papers and magazine 
articles and traveled much during his ca- 
reer, presenting papers and leading dis- 
cussions in many cities of our country and 
abroad. 

Doctor Wood was a founder member 
of the American College of Surgeons and 
president of many of his local, county, and 
state societies. Among his admiring 
friends to whom he pays tribute, were 
Doctor Franklyn Martin, Doctor Royal S. 
Copeland and men of medicine in Eng- 
land, on the Continent, and in South 
America. 

He concludes the history of his long and 
active career during which he saw so much, 
made his full contribution to the medical 
profession, and accumulated the memory 
of many warm and lasting friendships, 
with an expression of his attitude which 
weaves through the entire life story, “I’ve 


had a bully good time.” 
HERBERT C. ALLEN 


Dietetics 


Nutrition and Diet Therapy. A Textbook of Dietetics. 
By Fairfax T. Proudfit. Eighth edition. ew 
York, The Macmillan Company, [c. 1942]. 1069 
pages. 8vo. Cloth, $3.25. 


2 HIS is a textbook of dietics in general 
with new chapters on feeding preg- 
nant women and infants. It has been ac- 
cepted by several schools as a textbook 
for nurses. 

The subject matter is well organized, and 
laboratory lessons have been included for 
the student. Diet therapy is thorough'y 
covered, particularly those diseases that re- 
quire special nursing and extra nutritional 
care. The book contains a number of 
tables needed in calculating nutritional 
standards. 

There are quite a number of revisions, 
particularly on vitamins, minerals, and diet 
therapy. The price is nominal for the 
value offered. Morris ANT 
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Health Problems in War 

Civilian Health in Wartime. By Francis R. Dieu- 
aide, M.D. Cambridge, Harvard University Press, 

[c. 1942]. 328 pages. 8vo. Cloth, $2.50. 
HIS book is well written, and com- 
plete in its treatment of so important 
a subject. The problems and difficulties 
which are accumulating, due to the ex- 
igencies of the war effort, must be antici- 
a by the medical profession as well as 
.by the government, and the cooperation of 
an enlightened and informed public should 
go far in helping to solve some of these 
problems and, therefore, education by lec- 
tures, articles, and by books such as this 

one, will prove of great assistance. 


BENJAMIN M. BERNSTEIN 


The Alcohol Problem 


Aleohol Addiction and Chronic Alcoholism. Edited on 
Behalf of the Scientific Committe on The Re- 
search Council on Problems of Alcohol. By E. M. 
Jellinek, New Haven, Yale University Press, [c. 
1942]. 336 pages. 8vo. Cloth, $4.00. 


“i HIS book is an elaborate study of the 
affects of alcohol on the human organ- 
ism. Acute and chronic cases are studied. It 
is an authoritative review of the whole sub- 
ject. The importance of such study need 


hardly be emphasized. The number of 
contributors is large. There is an ex- 
haustive bibliography at the end of this 
‘ work. It is to be hoped that the other 
volumes to follow will sustain the high 
standard the collaborators have set to them- 
selves. 
JOSEPH SMITH 


Reconstructive Surgery 


Manual of Standard Practice of Plastic and Mazxil- 
lofacial Surgery. Prepared and Edited by the Sub- 
committee on Plastic and Maxillofacial Surgery of 
the Committee on Surgery of the Division of Med- 
ical Sciences of the National Research Council, 
and Representatives of the Medical Department, 
U.S. Army. Robert H. Ivy, Chairman. Philadel- 
phia, W. B. Saunders Company, [c. 1942]. 432 
pages, illustrated. 8vo. Cloth, $5.00. 

HE book is an introduction to one who 

has had a general surgical background 

but without specialization in this type of 
work, The material is adapted to military 
needs, and the procedures advised were 
along the more simple and practical lines. 
The text with few exceptions is clear 
and concise. The brevity of some of the 


advocated procedures assumes that the 
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reader must be familiar with the more ele- 
mentary principles involved in this work. 
The illustrations on the whole are fairly 
good, although the explanatory footnotes 
in some instances are inadequate. 
Davip TEPLITSKY 


English Book on Hygiene 


Handbook of Hygiene for Students and Practitioners 
of Medicine. By yoraah W. Bigger, M.D. Second 
edition. Baltimore, Williams and Wilkins Co., [c. 
1941]. 414 pages. 8vo. Cloth, $4.50. 


T HE author intends this book primarily 
for medical students, but also for gen- 
eral practitioners. 

The information is presented in com- 
ai form and thus serves its purpose as a 

rief textbook on the main features in the 
field of public health. 

Unfortunately, like many volumes of 
similar character, the subject matter does 
not stress its relationship to the actual prac- 
tice of medicine; consequently, the medical 
student is apt to interpret hygiene as an 
abstract subject having little to do with his 
future work as a physician. In this re- 
spect, there are quite a few books on the 
market which recognize this need and are 
treated accordingly. 

ALFRED E. SHIPLEY 


Revision of Boyd’s Surgical Pathology 


Surgical Pathology. By William Boyd, M.D. Fifth 
Edition. Philadelphia, W. B. Saunders Company, 
A p- . 843 pages, illustrated. 8vo. Cloth, 


HIS recent edition of what has long 

become a standard text in surgical pa- 
thology deserves more than the usual pass: 
ing commendatory attention of the review- 
er. It has undergone a complete and thor- 
ough revision with a definite improvement 
in the illustrative material by the substitu- 
tion of microphotographs for drawings. It 
has especially kept pace with recent neuro- 
surgical advances by devoting an excellent 
new chapter on the surgical pathology of 
the thorax. Recently described pathologic 
lesions such as the eosinophilic granu- 
luma of bone and osteoid osteoma, and 
the lesion known as interstitial endometri- 
oma receive attention. Similarly, the studies 
of the acid phosphatase in carcinoma of 
the prostate is mentioned. 
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As in former editions, Boyd indulges in 
his usual brilliance of literary composition 
with special stress on the use of the quali- 
fying adjective for descriptions of gross 
materia‘. For example, his word descrip- 
tion of cholesterosis of the gall bladder 
with its fine tones of a wintery scene, is 
bound to etch itself indelibly in the mind 
of the surgeon. As in previous editions, 
abundant references are supplied. In this 
edition a rearrangement has taken place 
under subject headings instead of under 
authors’ names as previously. This bok 
needs no further comment, except perhaps 
to voice what must be the author's sincere 
wish, namely that every surgeon will do 
well to master the contents of this very 
usefu! volume before embarking on the 
surgical treatment of disease. 

THEODORE J. CURPHEY 


Electrical Experiments on Proteins 


Electrophoresis of Proteins and the Chemistry of 
Cell Surfaces. t#y Harold A. Abramson, Lawrence 
S. Moyer and Manuel H. Gorin. New York, Rein- 


hold Publishing Corporation, [c. 1942]. 341 pages, 
illustrated. 8vo. Cloth, $6.00. 
HIS is an excellent scientific discussion 
of the electric migration of matter. To 
physicians it gives a clear account of the 
whys and wherefores of recent therapy 
through iontophoresis. 

The authors give a scholarly review of 
surface tension and indirectly touch upon 
the changes that may occur in plasma and 
protein enzyme digestion. Electrophore- 
sis can also be used by the allergists as a 
form of treatment and diagnosis. The 
chapter on, “Surface Chemistry of Cetls,” 
is of value both to the allergist and the 
dermatologist. 

There are several chapters ot theory that 
do require a background of mathematics 
and philosophy for their grasp. The book 
is recommended as a thorough and sci- 
entific study of another chapter in physio- 
chemistry, namely, the electrophoresis of 


proteins. 
Morris ANT 
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By Edmund Jacobson, M.D. New 
New York, McGraw-Hill Book 
1942]. 261 pages. 12mo. 


You Must Relax. 
revised edition. 
Company, Ine., [c. 
Cloth $1.75. 


Tke Antigonadotropic Factor. By Bernhard Zondek 
& Felix Sulman. Baltimore, The Williams & Wil- 
te onus [c. 1942]. 185 pages. 8vo. Cloth, 


$3. 


Autonomic Regulations. By Ernest Gellhorn, M.D. 
New York, Interscience Publishers Inc., [c. 1942]. 
373 pages, illustrated. 8vo. Cloth, $5.50. 


Safe Deliverance. By Frederick C. Irving, M.D., Bos- 
ton, Houghton Mifflin Co. [c. 1942]. 308 pages. 
8 vo. Cloth, $3.00. 


Fundamentals of Immunology. By William C. Boyd, 
Ph.D., New York, Interscience Publishers, Inc., 
[c. 1943]. 446 pages, illustrated. 8 vo. Cloth, 
$5.50. 

Indigestion: Its Diagnosis and Management. By Mar- 
tin E. Rehfuss, M.D. Philadelphia, W. B. Saun- 
ders Company, [c. 1943]. 556 pages illustrated. 
8 vo. Cloth, $7.00. 


Psychosomatic Medicine. By Edward Weiss, M.D., 
and O. Spurgeon English, M.D., Philadelphia, W. 
B. Saunders Company, [c. 1943]. 678 pages. 8vo. 
Cloth, $8.00. 


Orthopedic Subjects. Prepared and edited by the 
Subcommittee on Orthopedic Surgery of the Com- 
mittee on Surgery of the Division of Medical 
Sciences of the National Research Council. Phila- 
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delphia, W. B. Saunders Company, [c. 1942]. 


306 pages, illustrated. 8vo. Cloth. 


Glioblastoma Multiforme: Tumor Agudo do Cerebro. 
By Jarbas Pernambucano. Recife, [Diario Da 
Manha, 1942]. 99 pages, illustrated. 8vo, 


Essentials of Gynecology. By Willard E. Cook, M.D. 
Philadelphia, J. B. Lippincott Company [c. 1943]. 
474 pages, illustrated. 8vo. (Cloth, $6.50. 


Diseases of the Breast. By Charles F. Geschickter, 
M.D. Philadelphia, J. B. Lippincott Company, 
[c. 1943]. 829 pages, illustrated. 8vo. Cloth, $10.00. 


Adventure in Blood Transfusion. By Bertram M. 
Bernheim, M.D. New York, Smith & Durrell, Inc., 
[c. 1942]. 182 pages. 8vo. Cloth, $2.50. 
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VIM 


HYPO NEEDLE POINT 


You Can Always 


Rely on 
VIM NEEDLES 


—for their sharp hollow-ground points 


—for their knife-sharp, keen cutting 
edges 


—for their Square Hub security 
feature 


—for their ability to resist rusting, 
clogging and corrosion so suc- 
cessfully 


—for their fabrication from Firth- 
Brearley Stainless Cutlery Steel 


—for their easy identification of gauge 
eee plainly stamped on the 
u 


—for their true economy, based on 
cost-to-USE 


—for high, maintained standards of 
quality and craftsmanship 


Your surgical dealer has all stand- 
ard sizes of VIM Needles. Order 
them by name: “VIM” 











ULCERATIVE LESIONS 
—Concluded from page 84 





There was thought to be an ulcer crater 
on the lesser curvature, but no crater was 
seen. Gastroscopy performed November 5, 
1937 showed in general some edema with 
swelling of mucosal folds. The pyloric 
channel was not visualized as it did not 
open up. No ulcer could be visualized. 
G.I. series November 1, 1937 showed a 
filling defect of the prepyloric antrum with 
a crater on the lesser curvature. The x- 
ray diagnosis of gastric ulcer with associ- 
ated gastritis was made. Dr. Golden ad- 
vised re-x-ray of the stomach after a se- 
ries of lavages. G.I. series November 12, 
1937 showed marked improvement of the 
stomach. A diagnosis of antral gastritis 
was made with no evidence of ulcer or 
neoplasm being demonstrated. Gastro- 
scopy performed February 6, 1938 showed 
a white lesion with nodular edges seen 
along the lesser curvature and anterior wall 
of the stomach suggesting a carcinoma. 
The pathological report following subtotal 
gastrectomy March 30, 1938 revealed that 
a cancer had developed at the margin of a 
peptic ulcer which was spreading into the 
surrounding mucous membrane. An inter- 
esting side light on this case is that the 
patient was admitted to the Presbyterian” 
Hospital January 28, 1942 for removal of 
a squamous cell epithelioma (of seba- 
ceous cyst) of the right ear with Thiersch 
graft. 


I PRESENT these four types of cases en- 
countered at the Presbyterian Hospital 
during the past five years, not with the 
feeling that we have in the gastroscope an 
instrument that is self-sufficient in gastro- 
intestinal work, but with'a feeling of rev- 
erence and reserve for the instrument and 
the patient. It has been only with excel- 
lent cooperation of the x-ray department, 
together with the clinical and pathological 
departments, that we have been able with 
the gastroscope to better develop technique 
and diagnostic acuity in ulcerative lesions 
of the stomach. 
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